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ABSTRACT 
Internalizing Symptoms in Adolescents: 
Assessment and Relationship 
to Self-Concept 
by 
Sue Ann Dowd , Doctor of Philosophy 
Utah State University, 2001 
Major Professor: Dr. Susan L. Crowley 
Department : Psychology 
lll 
Internalizing disorders cause serious psychological problems for many adolescents. 
The effects can be both debilitating and long lasting. However , assessment of internalizing 
disorders has been plagued by limited measurement strategies. Historically , individual 
measures were developed to assess the narrow-band symptoms that are subsumed under 
the broad construct of internalizing disorders (e.g., depression , anxiety, somatic 
complaints , and social withdrawal). Recently , the Internalizing Symptom Scale for 
Adolescents has been created . The Internalizing Symptom Scale for Adolescents is a sho11 
screening measure that includes newer models of affect such as the tripartite model of 
affect. Additionally , there has been limited research on the relationship between self-
concept and internalizing disorders . Although the inverse relationship between depression 
and self-concept is well documented, the relationship between self-concept and other 
internalizing syndromes is essentially unknown . 
IV 
The present study addressed the underlying factor structure of the Internalizing 
Symptom Scale for Adolescents. A factor analysis using principal axis extraction with 
varimax rotation was conducted. A two-factor solution was identified as superior to any 
other factor solution considered . The two factors accounted for 34.2% of the total 
variance in the Internalizing Symptom Scale for Adolescents scores and were identified as 
Factor I, Negative Affect /General Distress and Factor 2, Positive Affect. The two-factor 
solution of the Internalizing Symptom Scale for Adolescents provided some support for 
Watson and Clark's tripartite model of affectivity. The present study also considered the 
relationship between the Internalizing Symptom Scale for Adolescents and the 
Multidimensional Self-Concept Scale. Bivariate correlations were run to evaluate the 
relationship between internalizing symptoms and self-concept. The correlations ranged 
from moderate to large (-.42 to -. 78) and were inversely related as expected. Multiple 
regression analyses were conducted to determine if the Multidimensional Self-Concept 
Scale subscales could predict internalizing symptoms . The combined predictors accounted 
for 62% of the variance in the Internalizing Symptom Scale for Adolescents. These 
findings indicate that self-concept is a robust predictor for internalizing disorders. The 
study provides evidence for the use of the Internalizing Symptom Scale for Adolescents as 
a psychometrically sound measure for assessing internalizing disorders in adolescents. 
Implications of this study for clinical practice and directions for future research are 
discussed. 
(124 pages) 
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CHAPTER l 
INTRODUCTION AND PROBLEM STATEMENT 
Adolescence is typically considered a period of changes on multiple levels: 
physical, social , cognitive, and emotional. At one time this period was considered an 
inevitable time of storm and stress; however , research has replaced that thinking with the 
idea that adolescence is a time of developmental transitions (Hill, 1993). However , these 
transitions may come with psychological stress , putting many adolescents at risk for 
emotional or behavioral problems (Chartier & Lassen , 1994). Understanding how these 
stressors affect an adolescent ' s psychosocial functioning is important. One indication of 
an adolescent's personal adjustment according to Bracken and Howell (I 991) is his/her 
self-concept. 
While adolescents can be at risk for emotional problems , behavioral problems , or 
a combination of the two, attention has frequently been focused on problems where the 
behavior displayed by the adolescent is of an acting out nature . The disorders that 
encompass these types of problems have come to be referred to as externalizing disorders 
because the child or adolescent is focusing his or her emotional distress or problems 
outward toward others in society, often leading to behaviors such as disruption of classes, 
destruction of property , fighting, stealing, arguing, refusing requests, swearing, and acts 
that may lead to involvement with the judicial system. Because externalizing behaviors are 
difficult, if not impossible to ignore, they may receive more attention than disorders of a 
quieter nature. 
Ostrov, Offer, and Hartlage (1984) termed the troubled adolescents who do not 
disturb the classroom or present problems to others as the "quietly disturbed." The 
"quieter" disorders , referred to as internalizing disorders , encompass anxiety , depression , 
somatic complaints , and social withdrawal. Internalizing disorders are so named because 
typically the person who suffers from one of these disorders turns his/her emotional 
problems inward instead of acting out against the pain . 
2 
There are many transitions during adolescence that may increase the risk of an 
adolescent suffering from internalizing disorders . Kazdin (1993) reported a growing body 
of information indicating that adolescence is a developmental period during which 
adolescents have an increasing vulnerability to mental health problems. The threats to 
mental health in adolescence are "enormous because of the many youth who engage in at-
risk behaviors or who are exposed to deleterious conditions that jeopardize their 
development " (p. 129). Thls statement is supported by available prevalence rates of 
internalizing disorders in adolescents. For instance , according to Schwartz , Gladstone , 
and Kaslow (1998), prevalence rates for adolescents with depression in community 
samples were as hlgh as 7%, extending to 57% in clinical samples. Further , based on 
studies before the implementation of Diagnostic and Statistical Manual of Mental 
Disorders, 4th Edition (DSM-IV; American Psychiatric Association, 1994) criteria, the 
estimated prevalence rates for anxiety disorders in chlldren and adolescents were between 
5.78% and 17.7% (Silverman & Ginsberg, 1998). 
Finally, somatic complaints are another component of internalizing problems that 
have not received adequate attention given that as many as 50-75% of all patient visits , 
3 
including adolescents, to primary care physicians can be "attributed to psychosocial 
problems that present through physical complaints" (Roberts , 1994, p . 221; 
Wickramasekera, Davies, & Davies, 1995). Taken together, these numbers highlight the 
need for research and early identification of those adolescents at risk for internalizing 
disorders in order to provide appropriate intervention. Understanding and identification of 
internalizing disorders can be aided by including key aspects of development such as self-
concept. 
According to Demo ( 1992), self-concept, "like other dimensions of personality , is 
a function of interacting biological , developmental , and social processes" (p . 307). It 
could be expected that an adolescent's self-concept or self-image would be in flux during 
thls time as the adolescent's cognitive abilities are changing in conjunction with hormonal, 
physical , and emotional changes (Steinberg , 1989). Researchers such as Demo have noted 
that this developmental period finds the self-concept controlled by inner directed thoughts , 
fears, feelings, beliefs , and expectations as could be expected by the increase in self-
consciousness and introspection. Thus, self-concept may be a key to the "promotion and 
maintenance of psychological health" (Harter, 1990, p. 231) and psychosocial adaptation. 
The relationship between self-concept and some components of internalizing 
disorders has been studied by various researchers. Consistently, these studies report that 
positive self-concept and depression have an inverse relationship of moderate magnitude 
(Donnelly & Wilson, 1994; McCauley, Mitchell , Burke , & Moss , 1988; Moya], 1977; 
Patton, 1 991 ), with higher levels of self-concept related to lower levels of depression and 
vice versa. Self-concept has also been studied in relation to anxiety. While there have 
4 
been indications that different dimensions of self-concept were related to anxiety 
disorders, the relationships typically were not as strong as those with depression (Beck , 
Steer, & Epstein , 1992). Other categories of internalizing disorders have not been studied 
in relation to self-concept, nor has the global concept of internalizing disorders been 
addressed in relationship to self-concept. 
The lack of research involving internalizing disorders and self-concept may be 
better understood when considering that , for the most part , there is a lack of self-report 
measures to assess adolescent internalizing disorders. Assessment of internalizing 
disorders in adolescents has presented psychologists , psychiatrists, and other mental health 
professionals with several challenges. One main challenge is caused by the nature of 
internalizing disorders , that is being more inner-directed , covert , and not easily observable , 
thus making identification and assessment difficult. Secondly , there are several good self-
report measures that can be used to assess individual components within internalizing 
disorders ( e.g. , the Reynolds Adolescent Depression Scale & State-Trait Anxiety 
Inventory) , and two measures that address the broader range of internalizing disorders, the 
Youth Self-Report (YSR, Achenbach, 1991) and the Behavioral Assessment System for 
Children (BASC, Reynolds & Kamphaus, 1992). Another challenge in evaluation is the 
similar symptomatology among internalizing disorders and the frequency of co morbidity 
among these disorders, particularly anxiety and depression. However , recent measures 
developed such as the Internalizing Syn1ptom Scale for Adolescents (ISSA) have sought 
to tap internalizing symptoms broadly and have integrated new research addressing 
comorbidity. 
5 
Distinguishing between anxiety and depression has been significantly aided by the 
' 
work of Clark and Watson (1991) and their tripartite model of affect. Their model 
originally started as a two-factor affective model that characterized mood as consisting of 
two basic factors: negative affect and positive affect. Negative affect is described as 
"feeling upset or unpleasantly aroused; it is a general factor of subjective distress and 
encompasses a broad range of negative mood states, including fear, sadness , anger, guilt , 
scorn , and disgust " (Watson et al., 1995, p. 4 ). Positive affect , in contrast , represents 
mood states of joy , enthusiasm , self-confidence , and energy (Watson et ai.). Watson , 
Clark and colleagues have suggested one area that depression and anxiety had in common 
was a high level of subjective distress /negative affect and found that negative affect 
correlated significantly with both anxiety and depression. Further , Watson , Clark and 
colleagues suggest that positive affect in average or high levels correlated with anxiety 
while lack of positive affect correlated with depression. Considering internalizing 
problems as directed toward the self, Kazdin ( 1988) established the connection between 
depression and self-concept. Merrell ( 1994) stated that "given the overlap among 
depression, anxiety, and other internalizing symptoms, it is logical to assume that self-
concept and internalizing symptoms in general may be negatively associated" (p. 192). 
Considering the work of Watson and Clark, the depression and self-concept correlation 
could be a relationship with self-concept and negative affect, or perhaps it is unique to 
factors of depression ( e.g., low positive affect). However, self-concept has not been 
investigated in relation to newer models of affect ( e.g., positive and negative affect). 
As previously stated , internalizing problems are harder to detect and evaluate than 
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externalizing behaviors. Until recently there have been no short screening measures 
available to assess internalizing symptoms to help clinicians and researchers detect , 
evaluate, and better understand this group of problems. Having the ability to assess for 
symptoms of internalizing disorders as well as screen globally for levels of both positive 
and negative affect could be a beneficial tool in evaluating adolescent mental health. 
Recently the ISSA (Merrell & Crowley, 1998), was designed to assess the broad spectrum 
of internalizing problems , that is, depression , anxiety, somatic complaints, and social 
withdrawal. In hopes of better capturing unique aspects of internalizing problems , 
particularly anxiety and depression , the ISSA incorporated items assessing positive affect. 
There are currently several gaps in the literature regarding internalizing problems, positive 
and negative affect, and self-concept. These gaps include limited information available on 
the ISSA , including the underlying factor structure, and no information on the relationship 
between internalizing problems and self-concept. Additionally, it is unclear how the 
addition of the items measuring positive affect will impact the psychometric characteristics 
of the ISSA and its relationship to self-concept. Finally, although there have been 
numerous studies identifying the inverse relationship between self-concept and depression , 
no studies have investigated the relationship between the broad band group of internalizing 
problems and self-concept. 
The purpose of this study was to gain further understanding of internalizing 
disorders in order to bridge some of the gaps identified in the literature. First, this study 
gathered empirical support for the recently developed ISSA. This measure will fill the gap 
that now exists in assessing and evaluating internalizing problems. Furthermore, this study 
provided data to identify the various factors that constitute the structure within the ISSA. 
The second purpose of this study was to investigate the relationship of self-concept with 
internalizing disorders. And finally, the present study sought to better understand how 
well self-concept predicts internalizing symptoms. 
7 
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CHAPTER II 
REVIEW OF THE LITERATURE 
The importance of understanding the nature of internalizing symptomatology in 
adolescents cannot be denied due to the immediate effects as well as the long-term 
consequences of untreated psychological problems (Ferdinand & Verhulst , 1995). 
Developing procedures for identification and evaluation is important. With the ability to 
assess and evaluate, clinicians will be able to devise methods of treatment for the 
individual syndromes that make up internalizing disorders . The following sections will 
establish support for the need for a self-report measure to accurately identify and evaluate 
internalizing disorders in adolescents. An overview of internalizing disorders and the 
syndromes that make up internalizing disorders are presented as well as a review and 
critique of the existing self-report measures designed to assess aspects of internalizing 
disorders. Literature relevant to self-concept will also be presented to establish the 
current relationship to aspects of internalizing disorders ( e.g ., depression , anxiety , somatic 
complaints , and social withdrawal). The literature review will also discuss the tripartite 
model of affect and its relationship to the differentiation between depression and anxiety. 
Included in the literature review will be a description of and the theoretical background for 
the ISSA with information on its sister instrument , the Internalizing Symptom Scale for 
Children (ISSC). 
The Nature oflnternalizing Disorders 
Efforts during the past two decades to develop taxonomies of adolescent 
9 
behavioral, social, and emotional problems have led to two main broadband categories 
originally proposed by Achenbach and Edelbrock ( 1978). The two broadband factors 
identified and empirically supported by Achenbach and Edelbrock were those that 
described patterns of overcontrolled and undercontrolled behavior , and each broadband 
dimension subsumed several specific narrowband behaviors and disorders . The broadband 
dimensions have been described as externalizing or undercontrolled behavioral problems 
and internalizing or overcontrolled behavioral problems. Problems of an externalizing 
nature are characterized by turning emotions outward in disruptive, acting-out behaviors 
that can be aggressive , hyperactive, or conduct disordered . Internalizing problems are 
typified by turnjng emotions inward that can result in depression , social withdrawal , 
anxiety , and somatic complaints. Because this inward focus can be hard to detect, it may 
be more likely to go unnoticed until the problem is at a serious level. One example is 
suicidal thoughts , wruch can lead to suicidal attempts or successful suicide . Statistics 
from the National Center for Health Statistics at the Centers for Disease Control and 
Prevention (CDC) reported that from 1980-1992, the rate of suicide for the age range 15-
19 increased by 28.3%, and among children 10-14 during the same time it rose 120%. 
According to Pinto and Whisman (1996), in a 1991 CDC survey of 9th- through 12th-
grade students, 27% reported that they had seriously thought about suicide witrun the past 
year. 
Some researchers ( e.g., Schweitzer, Seth-Srruth, & Callan, I 992) have posited that 
"adolescents exrubiting predommantly internalizing symptomatology may be 
underrepresented in clinjcal samples" (p. 94). Because internalizing adolescents do not 
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typically behave in ways that draw attention to themselves or disrupt classrooms , they are 
often ignored or simply not noticed. The underrepresentation of internalizing disorders in 
clinical samples is typified by the adage "the squeaky wheel gets the oil." It is much more 
likely that an adolescent who exhibits an externalizing disorder will be referred to mental 
health facilities , as compared to the internalizing youth. Thus , the need to accurately 
identify internalizing disorders is important in order to intervene appropriately when 
ado lescent emotional problems arise. Due to the very nature of internalizing disorders , 
evaluation and assessment are typically accomplished by self-report , as each individual 
ado lescent is considered the best source of information about his/her inner-directed 
phenomena (Reynolds , 1992). Until the recent development of the ISSA there has been 
no single short screening measure assessing internalizing problems in adolescents. 
Gathering data on how the ISSA evaluates adolescents for internalizing problems could 
benefit researchers and clinicians alike. One way to add to thjs knowledge base is to look 
at how ISSA scores relate to self-concept. Currently, the moderate to strong inverse 
relationshjp between self-concept and depression is the most robust relationsrup involving 
internalizing problems . In order to provide a context in wruch to discuss the ISSA , thjs 
section will review depression, anxiety , somatic complaints, social withdrawal , comorbid 
occurrence of internalizing problems, correlates of internalizing disorders , and the 
tripartite model of affect. 
Depression 
Adolescence as a developmental stage has many more elements that constitute risk 
factors for negative mental health consequences than was the case even 30 years ago 
(Kazdin, 1993) . These risk factors include sexually transmitted diseases , including 
HIV/AIDS ; substance use; violence in the community , school, or home; and suicide. 
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These stress factors may partially explain the increased prevalence rate of depression and 
other psychiatric disorders in adolescents (Beitchman , Inglis, & Schacter , 1992). While 
there have been no national epidemiological studies representative of the national census in 
children and adolescents , contemporary research indicates that the prevalence rates for 
mood disorders range from 2% to 7% in community settings , with clinical samples as high 
as 57% (Fine, Forth , Gilbert , & Haley, 1991; Schwartz et al., 1998). While an estimate of 
57% may seem too high, it must be remembered that these are the adolescents who have 
already been identified as troubled , including those originally identified with comorbid 
externalizing disorders or substance abuse and are receiving clinical attention. Rao et al. 
(1995) reported a recurrence rate of 69% ( over a 7-year period) when they followed a 
depressed group of adolescents into adulthood. Harrington ( 1992) also indicated that 
children and adolescents with affective disorders have increased risk of further episodes of 
depression into adult life. Across the life span , individuals who suffer from depression in 
childhood and adolescence have increased risk of other serious emotional problems as well 
as increased rates of depressive episodes later in life (Ferdinand & Verhulst, 1995; 
Harrington, 1992; Rao et al., 1995). 
Depression , whether in children, adolescents, or adults, is considered a mood 
disturbance that can vary in regard to severity along a continuum from mild to severe. 
The DSM-JV (APA , 1 994) makes few differentiations in criteria between children and 
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adolescents and adults. According to the DSM-IV , clinical depression is characterized as 
having feelings of sadness, loss of interest or pleasure in most all activities ; changes in 
appetite, sleep patterns ; fatigue, lack of energy; feelings of worthlessness, hopelessness ; 
difficulty thinking, concentrating , or making decisions; having recurrent thoughts of death 
or suicidal ideation . In children and adolescents there may be more noticeable irritability 
rather than sadness . There may also be increased somatic complaints or social withdrawal, 
although these are more typical in children than adolescents. However, psychomotor 
retardation , hypersomnia , and delusions are more common in adolescents and adults 
(DSM-IV) . Depression in children is mor e likely to be comorbid with attention-
deficit/hyperactivity disorder , anxiety disorders , and disruptive behavior disorders than to 
appear alone . In adolescents , depression is more frequently associated with the three 
disorder s listed above in addition to substance-related disorders and eating disorders 
(DSM-IV). Adolescents may also be diagnosed with depressive disorder not otherwise 
specified when symptoms do not meet the full criteria for a depressive disorder. Most 
self-report measures that screen for depression are assessing symptoms of general distress 
such as irritability , tearfulness , sleep disturbance , changes in appetite , or lack of energy. 
Research with adults has revealed a significant gender difference in diagnosed 
depression , with women having a higher prevalence rate than men (DSM-IV , APA , 1994) . 
However, research with children and adolescents has had mixed results as to whether 
there is a difference in prevalence of depression between genders (Bolognini, Plancherel, 
Bettschart , & Halfon , 1996 ; Rao et al., 1995; Vostanis , Feehar1, Grattan , & Bickerton , 
1996; Weist,.Paskewitz , Warner , & Flaherty , 1996) . According to Cantwell (1990) the 
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sex ratio in depressive disorders is approximately equal in prepubertal children but that 
ratio changes after puberty with females more likely to be diagnosed with depression than 
males. Therefore , we would expect to see the gender ratios in adolescents mirror those 
found in adults. 
Depression in childhood and adolescence is associated with a number of serious 
problems including poor academic performance , impaired social relationships , increased 
risk of substance use and abuse , and increased risk for suicide or attempts (Harrington , 
1992 ; Lewinsohn , Gotlib , & Seeley , 1997; Reynolds , 1992) . Most notably, as previously 
mentioned, major depression in adolescents "is associated with significant long-term 
morbidity " (Rao et al., 1995), and having depression in adolescence significantly increased 
the risk for depressive episodes to recur and persist into adulthood. This fact taken with 
the finding that over one third of nonreferred adolescents report suicidal ideation 
underscores the necessity of finding factors that help buffer the adolescent from 
unmanageable psychosocial stressors that lead to depression (Chartier & Lassen , 1994). 
Anxiety 
With the publication of the DSM-IV (AP A, 1994), the diagnoses of anxiety 
disorders in children and adolescents changed and the criteria for children and adolescents 
became the same as adults with a few minor adjustments (Callahan, Panichelli-Mindel, & 
Kendall, 1996). There is now only one category of anxiety disorder that is strictly limited 
to children, and that is separation anxiety disorder. This disorder is the most common 
anxiety disorder in children and adolescents with an average estimated prevalence of 4%. 
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separation anxiety disorder is based on developmentally inappropriate and excessive 
distress related to separating from home or the primary attachment figure. The other 
anxiety disorders that were considered child or adolescent related have been subsumed 
under adult anxiety disorders. Specifically, overanxjous disorder and avoidant disorder 
were subsumed under the domains of generalized anxiety disorder and phobias , 
respectively. Other DSM-IV categories of anxiety disorders include: panic attack, 
agoraphobia, obsessive-compulsive disorder , posttraumatic stress disorder , and substance-
induced anxiety disorder. DSM-IV symptom criteria for anxiety include physical arousal , 
fear, restlessness, sleep disturbance, difficulty concentrating , distress, muscle tension , 
irritability, worry , and patterns of behavioral avoidance . In their review of anxiety 
disorders, Bernstein and Borchardt (1991) stated that there are indications that anxiety 
disorders are the most common category of child and adolescent internalizing disorders . 
Further , there is considerable data establishing a frequent corrnorbid relation 
between anxiety and depression. As Callahan et al. ( I 996) stated, the "high rate of 
comorbidity between these two disorders has led some researchers to question whether 
they are truly two disorders as indicated by the DSM, or one construct encompassing 
symptoms from both disorders" (p. 301 ). There is disagreement in the literature with 
some researchers suggesting that there is only one broad band category based on the 
inability of screenmg measures to discriminate between the two disorders while others 
argue for two separate categories. Trus will be discussed further in the section discussing 
the research of Watson and Clark and the tripartite model of affect. However , some 
recent research with children and adolescents supports the use of separate anxiety and 
depression constructs. For instance , results of a study by Cole , Peeke , Martin , Truglio , 
and Seroczynski ( 1998) indicate two distinct disorders with individual differences in 
anxiety and depression constructs remaining stable over time. The present study will 
follow Watson and Clark 's model that anxiety and depression are indeed two distinct 
disorders that can be identified and evaluated as such. As Watson and Clark ' s model 
suggests, the differentiation between anxiety and depression is related to the presence or 
absence of positive affect. In a study with children , research by Merrell , Crowley , and 
Walters ( 1997) has supported the Watson and Clark model of affectivity . The current 
study will extend that line of research into adolescence. 
Somatic Complaints 
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Somatic complaints associated with internalizing problems are physical symptoms 
that are presumed to be psychological in origin. The DSM-IV (AP A, 1994) states that the 
common feature of somatoform disorders is the "presence of physical symptoms that 
suggest a general medical condition and are not fully explained by a general medical 
condition" (p. 445). Common somatic complaints include headaches, eye problems, 
abdominal pain, and vomiting. These somatic complaints come in the form of headaches, 
abdominal distress , difficulty sleeping , fatigue , and allergies, and are often symptoms of 
organic disease without the explanatory physical pathology. The absence of organic 
findings for these complaints indicates their origin as a response to psychosocial distress. 
Complaints ohhis sort are common and recurrent among adolescents although there are 
no prevalence rates regarding this maladaptive behavior (Siegel , 1990). While there are 
no prevalence rates, there have been studies indicating that "ove r 20% and as many as 
75% of all patients in primary care settings present psychological problems through 
somatic symptoms without any organic disease" (Roberts , 1994, p. 47) . 
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There has been some research into various dimensions of somatic problem s such as 
headaches , elimination disorders , and eating disorders (Siegel , 1990), which indicates 
there is a complex interaction of biological, social, psychological , and environmental 
factors involved in these somatic problems. Ferdinand and Verhurst (1995) found that 
somatic complaints at follow-up in an 8-year study were predicted by original somatic 
complaints. They also reported that if somatic complaints were co morbid with social 
problems (e.g. , does not get along with peers , gets teased , not liked by peers , clumsy , too 
dependent , withdrawn , or acts too young) , the likelihood of somatic complaints persisting 
increased dramatically. Considering the percentages listed above concerning visits to 
primary care physicians that are actually somatic complaints , intervening at an early stage 
would be beneficial. 
Social Withdrawal 
Social withdrawal is a term that refers to the act of being alone; it describes 
behavioral solitude. This solitude is the child's preference , not an instance of being 
rejected by peers (Rubin & Asendorpf, 1993). In the past , social withdrawal has not 
typically received a great deal of attention by researchers because it was not thought to be 
a serious concern. Rather it was thought to be a personal characteristic of a "shy" child 
that would be modified as the child matured . Plus the "shy" child does not present a 
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problem to society , unlike a child displaying externalizing behavior. These ideas of social 
withdrawal are changing in light of the shootings at schools over the past two to three 
years because several of the young men who have perpetrated the violence have been 
quiet, alienated students who had not previously acted out or given obvious signs to cause 
concern (Sandhu , 2000) . 
Furthermore , the researchers who have studied social withdrawal (e.g. , Boivin , 
Hymel, & Bukowski , 1995; Jeney-Gammon , Daugherty , Finch, Belter , & Foster , 1993 ; 
Rubin, Chen, McDougal] , Bowker, & McKinnon , 1995) have come to view this behavior 
as a predictor of other internalizing disorders . For example , increases in feelings of 
loneliness were found to be the ultimate predictor of depressed mood. The increases in 
feelings of loneliness followed increased social withdrawal that appeared to be mediated 
by negative peer experiences. In other words , social withdrawal came first, but that 
behavior contributed to the likelihood of peer rejection that increased the likelihood of 
victimization by peers. These negative peer experiences , victimization , or rejection often 
negatively affected the child's social self-concept (Boivin et al., 1995). 
Rubin et al. ( 1995) found that social withdrawal as measured at seven years of age 
predicted internalizing problems in adolescents at age 14. Specifically their study 
indicated that negative self-regard, loneliness, and felt insecurity with peers and family 
members were the aspects of social withdrawal that correlated most significantly with 
internalizing problems. The findings were that social withdrawal was predictive of self-
regard (-.34) and loneliness ( .3 7). Their study suggested that the "consistent expression 
of social withdrawal in childhood may have rather significant implications for the 
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development of psychopathology" (p. 760). It is the opinion of these researchers that the 
predictive relationship between social withdrawal and internalizing problems indicates that 
social withdrawal does represent a risk factor for maladaptive development. They argue 
that the long-held general belief that social withdrawal is not problematic should be 
revised in view of their findings. Consistent social withdrawal increased risk due to the 
child' s inability to master social skills, and the child's increased Likelihood of peer rejection 
and lowered self-regard . In a finding that echoes the seriousness of social withdrawal , 
.Jeney et al. (1993) found that children who withdrew socially following a natural disaster 
had more symptoms of depression. Research conducted by Boivin et al. ( 1995) supported 
Rubin 's proposed developmental pathway toward internalizing problems . They stated that 
social withdrawal forecast loneliness by its association with negative peer status and 
victimization. Their study indicated that feelings of loneliness were the ultimate predictor 
over time of depressed mood , with "increases in withdrawal adding significantly to the 
prediction of depressed mood " (p. 782) . The findings of Boivin 's study supported the 
view that the quality of peer experiences is not only a sign of maladjustment , "but rather , 
that it plays an effective role in the child's personal and social adjustment " (p. 784). In a 
study designed to measure stability of psychopathology in the general population over 
eight years , Ferdinand and Verhulst (1995) found considerable stability of behavioral and 
emotional problems. They found a pervasive pattern for social withdrawal from 
adolescence to early adulthood. In addition , they reported that suicide attempts were 
predicted by scores in the high range on the withdrawn scale. These findings add impetus 
to the need for assessment and evaluation of this component of internalizing disorders. 
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Correlates of Internalizing Disorders 
The correlates of internalizing problems include increased risk of suicide, persistent 
problems with depression, increased risk of substance abuse, social isolation , poor 
psychosocial adjustment and maladaptive functioning (Boivin et al., 1995 ; Quay & 
LaGreca , 1986; Simons & Miller , I 987 ; Smith , I 992). It appears rather obviou s that 
these correlates are serious problems not only for the individual but for society as a whole . 
Scheier and Botvin (1997) reported that with a few minor exceptions , "affective distress 
was significantly related to most facets of psychosocial functioning " (p . I 08). Their study 
indicated that feelings of depression and anxiety affected both cognitive and social/ 
emotional aspects of adolescent life. Adolescents with internalizing disorders are at 
increased risk for academic problems (King & Ollendick , 1989) , poor self-concept 
(Harter , I 990) , poor social relationships (Merrell , 1994) , and suicide (Harter , Marold , & 
Whitesell , 1992; Beitchman et al., 1992). Additionally , there is significant evidence 
suggesting that internalizing problems in adolescence persist into adulthood (Beitchman et 
al., 1992; Harrington , 1992; Rao et al., 1995; Reynolds, 1992). These negative 
implications can be direct , as in continuing the same disorders into adulthood , or can be 
indirect due to the problems that result from these disorders (e.g., poor interpersonal 
relationships, poor academic performance). Whether these problems are direct or indirect, 
the correlates of internalizing disorders present serious implications to psychosocial 
functioning. 
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Comorbidity of Internalizing Disorders 
Reynolds (1992) indicated that there is considerable evidence that internalizing 
disorders often are comorbid with each other (e .g., depression , anxiety) as well as with 
other disorders (e.g., conduct disorder, attention deficit). Comorbidity is the term used to 
indicate that a person meets the diagnostic criteria for multiple , separate disorders 
(Kendall , Kortland, Chansky, & Brady , 1992; Reynolds , 1992). Reynolds defined the 
issue of research on co morbidity as being "somewhat descriptive of disorders that CO· · 
occur with the disorder of interest" (p. 313 ). He indicated that there have been very few 
studies that have tried to examine comorbidity across the broadband category of 
internalizing disorders in clinical populations. However , since 1992, more research has 
addressed the issue of comorbidity of internalizing disorders. Most adolescents who met 
the criteria for anxiety "were noted to have at least one additional concurrent nonanxiety 
diagnosis" (Kashani & Orvaschel , 1988, p. 962). In a review of studies dealing with 
internalizing disorders , Callahan et al. (1996) reported :findings of comorbidity estimates 
for anxiety and depression ranging from 17 - 73%. Boyd and Gullone (1997) reported 
evidence showing that anxiety and depression frequently co-occur in nonclinical samples 
of children and adolescents. Brady and Kendall (1992) reported estimates of comorbidity 
for anxiety and depression to range from 16 - 62% in children. The issue of comorbidity 
appears to be extremely relevant to internalizing problems because of the number of 
children and adolescents possibly affected. Reynolds (1992) indicated that there has been 
increased recognition for the coexistence of other forms of psychopathology with 
internalizing disorders. Not only is the issue of comorbidity among internalizing disorders 
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important as stated, but the issue of comorbidity with externalizing disorders is relevant as 
well. Beitchman et al. (1992) reported that there is great concern when internalizing 
disorders are coupled with externalizing disorders and gave as an example that individuals 
with depression and conduct disorder were at higher risk for committing suicide. Again, 
this points to the importance of comorbidity in internalizing disorders . 
The two most frequently studied components of internalizing disorders are 
depression and anxiety. These two disorders share many symptoms including excessive 
worry , irritability , sleep disturbance , difficulty concentrating, easily fatigued, having 
multiple physical complaints , and psychomotor agitation or retardation. Because of the 
high correlation between measures of anxiety and depression (King , Ollendick , & Gullone , 
1991) as well as the co morbidity of the two syndromes, there have been two competing 
explanations. One theory is that anxiety and depression are indistinguishable because they 
are not two separate constructs . Alternatively, other researchers have supported the 
notion of separate constructions and have sought to explain the high overlap between 
symptom constellations through the constructs of positive and negative affectivity . 
Tripartite Model of Affect 
The efforts to understand why depression and anxiety are often difficult to 
distinguish led Clark , Watson, and their colleagues (Clark & Watson, 1991; Watson et al. , 
1995) to develop the tripartite model of affect. The research in this area began with 
studying adults and has slowly extended to include research with children and adolescents. 
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Watson and Clark suggested that what depression and anxiety had in common was an 
increased level of subjective distress that they termed negative affect. However, positive 
affect, which is described as enjoyment of life, energy, and enthusiasm, was identified as a 
way to distinguish depression from anxiety. Watson et al. (1995) also determined that a 
lack of positive affect was related more consistently and strongly with depression than 
with anxiety. The key to this difference is that associated with depression there are 
typically very low levels of positive affect. Thjs difference is indicated with anxiety having 
average or even high levels of positive affect and elements of physiological arousal. Their 
theory states that low positive affect or anhedonia is a unique feature of depression, with 
people who suffer from anxiety problems reporting average or high levels of positive 
affect. Anhedonia is defined as the "loss of interest or pleasure in all or almost all 
activities" (Reynolds, 1992, pp. 161-162). The tripartite model is an extension of Clark 
and Watson's (1991) original two-factor model of affect. The three factors included in 
the tripartite model are positive affectivity, negative affectivity, and physiologic 
hyperarousal. According to the model, high negative affect is common to both anxjety 
and depression. The lack of positive affect is the distinguishing feature of depression with 
individuals suffering from anxiety problems having average or high levels of positive 
affect. A high level of physiologic hyperarousal is the distinguishing feature of anxiety 
with individuals suffering from depression reporting average levels of physiologic arousal. 
Thus, from a theoretical perspective, the tripartite model can be used to differentiate 
anxiety from depression. It is important to keep in mmd that positive affect and negative 
affect are separate but related constructs . 
Research that has substantiated Clark and Watson's tripartite model includes a 
study by Merrell et al. (1997). Their work in developing a self-report measure to assess 
internalizing disorders in children found a two-factor solution similar to Watson and 
Clark's model of affectivity . Lonigan , Hooe , David , & Kistner ( 1999) also reported a 
two-factor model that supported the relationship between negative affect and positive 
affect in symptoms of anxiety and depression . They found that negative affect was 
strongly associat ed with both symptoms of depression and symptoms of anxiety . Thus , 
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the results of their study were consistent with the tripartite model of affect. In other 
research that support s the tripartite model , Joiner and Lenigan (2000) found that 
depressive disorder diagnoses were associated with the combination of low levels of 
positive affect and rugh levels of negative affect. Other researcher s (Boyd & Gullone , 
1997; Jolly, Dyck , Kramer , & Wherry , 1994 ; Lonigan , Carey , & Finch, 1994 ; Steer , Clark , 
Beck , & Ranieri , 1995) have also supported Clark and Watson 's tripartite model of affect. 
While many researchers have investigated anxiety and depression with results that 
support the tripartite model of affect, there are others who have found differing results. 
For instance , Burns and Eidelson ( 1998) found that the tripartite model did not fit with 
their sample . They concluded that ''the nonspecific symptoms of depression and anxiety 
are phenomenologically distinct and cannot be combined into a cluster of negative affect 
symptoms" (p . 471). Bums and Eidelson reported that in their study the nonspecific 
depression and nonspecific anxiety scales did not fit the tripartite model to load on a single 
Negative Affect factor. They also stated that the nonspecific anxiety and depression 
symptoms were the most valid indications of anxiety and depression , not physiological 
arousal and anhedonia. They concluded from their findings that their study did not 
support Clark and Watson's tripartite model of affect. 
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Research regarding the tripartite model of affect has been limited due to lack of 
measures that could assess for positive and negative affect. The use of the ISSA in this 
study may provide additional information regarding the relationships between positive and 
negative affect suggested in the literature. 
Assessment 
As stated previously , trying to assess and evaluate internalizing problems presented 
researchers and clinicians with many challenges. Because internalizing problems are inner-
directed , it is essential to gain the perspective from the individual being assessed. This can 
be done by clinical interview or self-report measures . The clinical interview provides a 
wealth of information , but it is time consuming and requires the interviewer to be 
adequately trained in interviewing techniques and developmental theory. Currently 
available self-report measures typically assess for narrowband disorders, thus limiting the 
information the clinician or researcher gains to a single disorder or syndrome at a time, 
unless multiple self-report measures are administered. Another limitation of self-report 
measures is the possible bias that a child or adolescent may bring to their responses on a 
self-report measure by answering in a socially desirable fashion (LaGreca, 1990). 
However, a strength of most self-report measures is that they are short, relatively 
inexpensive to administer, and they take very little time for the adolescent to complete. 
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This section will review assessment measures for both narrow band assessment and broad 
band assessment including brief psychometric information and limitations. 
Assessment of Narrowband Disorders 
In order to screen for depression and anxiety it is necessary to give individual self-
report measures to adolescents. There are no self-report measures for somatic complaints 
or social withdrawal and, consequently, these internalizing symptoms would require a 
clinical interview to gain information regarding their presence and severity. 
Objective self-report measures can be utilized to assess the degree to which 
respondents report symptoms relevant to a particular problem area. Currently there are 
several self-report measures that are used to assess specific internalizing problems in 
adolescents. A few of the common measures include the Beck Anxiety Inventory (BAI ; 
Beck & Steer , 1987), the State-Trait Anxiety Inventory (ST AI ; Spielberger, 1983) , the 
Beck Depression Inventory (BDI ; Beck & Steer , 1987) , and the Reynolds Adolescent 
Depression Scale (RADS ; Reynolds , 1987) have been widely used to assess the narrow-
band problems of anxiety and depression. 
The BAI (Beck & Steer, 1987) consists of 21 items that measure anxiety in 
adolescents and adults. As reported in the manual, the BAI has basically good 
psychometric properties with internal consistency ranging from .92 to .94 . Concurrent 
validity of the BAI with other self-report measures of anxiety ranged from .15 to .61, with 
most of the correlations around .51. The BAI was not designed to discriminate between 
different psychiatric diagnoses and upon testing there was a moderate overlap between 
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patients with anxiety and those with depression. In a principal-factor analysis researchers 
found two highly correlated factors in the BAI. One represented somatic aspects of 
anxiety and the other represented subjective and panic-related aspects of anxiety. 
The ST AI (Spielberger, 1983) consists of 40 items designed to measure both state 
anxiety and trait anxiety. The psychometric properties of the ST AI are generally good 
with internal consistency ranging from .90 to .93. It has correlated with other anxiety 
scales for concurrent validity ranging from. 73 to .85. The STAI has been used 
extensively in research concerning anxiety and has been correlated with personality tests 
with correlations ranging from .61 to . 70. The correlational studies conducted with 
academic achievement and aptitude tests produced correlations that were essentially zero , 
indicating that the ST AI scales were basically unrelated to achievement and aptitude for 
college students. 
The BDI (Beck & Steer , 1987) consists of21 items that measure depression in 
adults and adolescents. The BDI generally has good psychometric properties and has been 
used extensively in research related to depression. The internal consistency on the BDI 
ranged from . 79 to . 90. Correlations of concurrent validity with the depression scales on 
the Symptom Checklist-90 Revised (SCL-90R; Derogatis, 1983), the Hamilton Psychiatric 
Rating Scale, and the Minnesota Multiphasic Personality Inventory (MMPJ) ranged from 
.61 to .76. The BDI "was not designed to discriminate among patients with different 
psychiatric diagnoses" (p. 15). However, the BDJ manual does indicate that it has been 
shown to discriminate between Dysthyrnia and Major Depressive Disorder. When factor 
analyzed, the BDI manual reported that the "number of factors extracted is dependent 
upon the characteristics of the clinical and nonclinical samples being studied" (p. 19). 
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The RADS (Reynolds, 1987) consists of 30 items designed to measure depression 
in adolescents. The internal consistency for the RADS ranged from .90 to .95. 
Concurrent validity between the RADS and the Hamilton Rating Scale was . 83 with a 
retest 12 weeks later resulting in a correlation of .84 between the two measures. The 
RADS convergent validity with related constructs such as self-esteem produced 
correlations ranging from -.67 to -.75. In a factor analysis of the RADS, five factors were 
identified. These five factors were consistent with broad categories of depressive 
symptoms. This was believed to "constitute evidence for the validity of the RADS as a 
measure of depression" (p. 26). 
These measures are all well-respected instruments for assessing the narrowband 
domains of depression or anxiety . One problem with these measures as reported by 
McGrath and Ratliff ( 1993) is the limited discriminant validity of the measures themselves 
for testing what they purport to measure. As a result of their study, McGrath and Ratliff 
(1993) opined that "mood measures may fail to discriminate between depressed and 
anxious mood states not because respondents cannot distinguish between them, but 
because existing measures do not adequately address positive affective states" (p. 165). 
This illustrates the need for a screening measure like the ISSA to identify both negative 
and positive affect while screening for internalizing disorders. 
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Assessment of Broadband Disorders 
There are newer measures that have sought to address the discriminant validity 
problems of the narrowband measures. Although a number ofresearch measures have 
been developed such as the Positive and Negative Affect Schedule (PANAS) and Positive 
and Negative Affect Schedule-Children (P ANAS-C) , few measures have been developed 
that have been nationally normed . The two most prominent measures that assess the 
broadband internalizing disorders are the Youth Self Report (YSR; Achenbach, 1991) and 
the Behavior Assessment System for Children (BASC; Reynolds & Kamphaus , 1992) . 
The YSR (Achenbach, 1991) consists of 119 items that measure broadband 
internalizing and externalizing symptoms. Internal consistency of the YSR ranged from 
.38 to .95, with most of the scales ranging from .75 to .89. The YSR manual indicated 
that its content validity was supported by the ability of "most YSR items to discriminate 
significantly between demographically matched referred and nonreferred youths" (p. 82). 
The scales produced by the YSR include: Withdrawn, Somatic Complaints, 
Anxious/Depressed (Internalizing); Delinquent Behavior, Aggressive Behavior 
(Externalizing); Social Problems; Thought Problems; and Attention Problems. The YSR 
also includes scales for Activities, Social, and Total Competence. The YSR is considered 
to be an excellent measure but it has drawbacks as far as furthering information on 
internalizing disorders because it combines anxiety and depression into one scale, the 
Anxious-Depressed Scale, which does not provide the necessary information to determine 
whether the person is suffering from anxiety or depression or a combination. However , 
this is to be expected in a broadband measure as it is merely identifying general emotional 
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distress. The manual also stated that the most effective way to discriminate between 
youths was to classify them as normal if their total competence and problem scores were 
in the normal range and as deviant if both scores were in the clinical range. This scale is 
rather long and not easily used as a screening measure . 
Another measure for assessing child and adolescent emotional and behavioral 
difficulties is the BASC (Reynolds & Kamphaus , 1992). It is a multimethod , 
multidimensional measure that provides information about the student regarding behavior , 
history, emotions , and self-perceptions. The manual stated that the BASC concentrates on 
emotions and cognitions . The internal consistency for the BASC averaged approximately 
.80. In a factor analysis of the BASC , three factors were identified that were equated with 
the school maladjustment composite, the clinical maladjustment composite , and personal 
adjustment. The BASC 's clinical maladjustment composite is closely related to the YSR ' s 
internalizing composite. Clinical maladjustment is where depression and anxiety subscales 
can be found. Both the YSR and the BASC have strengths, psychometrically , and both 
have research and clinical uses. There are weaknesses to the two measures as well. The 
BASC, like the YSR , is rather long for a screening measure; however , it does have scales 
for anxiety, depression , somatization, and withdrawal. Unfortunately, the utility of the 
YSR and BASC is limited by the inability to assess positive affect, in line with the newer 
models of affect. An aspect of the YSR and the BASC that decreases their usefulness as 
screening tools for internalizing disorders is that they do not assess for positive affect. 
The most recent measure developed to assess internalizing disorders broadly is the 
ISSA. Because the measure is the focus of the study, it will be discussed fully in the 
methods section. 
Self-Concept 
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The study of the self can be traced back to ancient Greece and has gone through 
many distinct conceptual models to come to the multidimensional construct as it appears 
today (Harter, 1996) . Erikson ( 1968) placed great importance on identity development 
during adolescence in his theory of identity development. It was at this time Erikson 
opined that the fifth crisis, identity versus identity confusion, had to be positively decided 
before an adolescent could progress to the next level of psychosocial development , 
intimacy versus isolation. Adolescence is also considered to be the time when formal 
operational thought (Piaget, cited in Muuss, 1988), higher skills of deductive reasoning , 
and more efficient information processing are all coming to fruition (Demo , 1992). In 
addition to formal operational thinking, a more sophisticated ability in deductive reasoning 
is developed. These added deductive skills allow adolescents to create and test 
hypotheses about themselves that can increase their self-consciousness and introspection , 
in effect , finetuning their concept of themselves. The following sections will provide 
definitions , assessment of self-concept, and literature concerning correlates of self-
concept. 
Definitions 
There has been much interest in self-concept over the past three decades with more 
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recent interest in how self-concept relates to mental health. While much of the research 
has dealt with adults, it is important to investigate the self-concept connection to mental 
health during adolescence as it is "during this time that newly developed cognitive abilities 
make self-reflectio n common and identity questions salient" (Koenig, 1988, p. 112). 
Epitomizing this, Merrell (1994) stated that "since internalizing problems have sometimes 
been thought of as being seif:related or directed, a psychological construct that is 
particularly relevant to ... internalizing problems is the self-concept" (p. 192). 
Researchers have had difficulty defining self-concept , often using the terms self-
concept, self-image, and self-esteem somewhat interchangeably. This has led to 
definitions of three general types , self-image, self-esteem , and self-concept. Webster's 
Dictionary (9th edition, 1990) defines self-concept as "the mental image one has of 
oneself' (p. 1065). Pinto and Whisman ( 1996) expanded the definition of self-
concept/self-image , being a mental image of oneself, stating that "self-concept may be 
reflective of a sense of identity and fit with the environment" (p.164). Some researchers 
have delineated between self-concept and self-esteem as the first being descriptive and the 
second being evaluative (Burnett, 1994). In a study by Burnett (1994), self-concept was 
conceptualized as being a cognitive orientation that combines descriptive and evaluative 
beliefs, and self-esteem was conceptualized as a cognitive and affective orientation. His 
study indicated that the 
descriptive and evaluative statements about specific facets or 
characteristics of the self are closely related and for the most part should 
not be treated as separate constructs. Additionally, cognitive and affective 
items can be combined to form a global self-esteem scale. (p. 170) 
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Bandura (1997) described self-concept as a "composite view of oneself that is presumed 
to be formed through direct experience and evaluations adopted from sigruficant others" 
(1997, p. 10). Bracken (1992) views self-concept as a behavioral construct that is a 
"learned response pattern that reflects the individual's evaluation of past behaviors and 
experiences, and predicts the individual's future behaviors" (p. 3). For the purposes of 
this study , Bracken's theoretical model of self-concept was used because it appeared to be 
an extension or combination of many of these constructs . The mental image of self in 
conjunction with evaluations of self reflected in behavioral response patterns offered a 
combination of domains of self-concept that appeared useful. This model allows self-
concept to function as a process. Bracken's model (1992) "assumes that individuals 
automatically evaluate their actions and behaviorai outcomes as they interact with their 
environments" (p. 6), thus making self-concept an evaluative process that gradually 
changes. 
Self-concept is described by Demo ( I 992) as being a "complex structure and a 
process , that is stable, but that it is also dynarruc" (p. 304). He indicated that self-concept 
should be considered as a moving baseline that can fluctuate with differing situations but 
that the basic structure will remain fairly stable, even during the adolescent years. As 
Damon and Hart ( 1982) indicated with their developmental model of self-understanding, 
there appear to be developmental transformations in a person's conceptualizations of self 
over the life span. 
The idea that self-understanding can change with developmental transitions has 
definite implications for the adolescent developmental period. The acquisition of greater 
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abilities in deductive reasoning, formal operational thinking, and information processing on 
a more efficient level can lead adolescents to develop and test hypotheses about 
themselves. This hypothesis testing comes at a time when adolescents are often 
introspective and self-conscious , and thus their concept of themselves is likely to be 
modified during this process. These same transition s may also affect factors that could act 
to protect the adolescent from the effects of internalizing. Researchers have suggested 
that higher levels of psychosocial functioning can act as protection from emotional 
stressors (Papini & Roggman, 1992). 
Assessment of Self-Concept 
Self-concept has been studied in various arenas (e.g., education, mental health) for 
many years. The construct was first assessed as a global or unidimensional model , but 
most of the empirical work indicated that self-concept was multidimensional. The move 
to study the various domains of self-concept has not excluded the global aspect as it is 
seen as an important part of the overall evaluation of self. If viewed hierarchically , the 
global self-concept is at the apex and the various domains constitute the foundational tier 
(Shavelson, Hubner , & Stanton, 1976). Shavelson et al. identified seven features as being 
critical to the construct definition of self-concept. The necessary features that describe 
self-concept include: "organized, multifaceted, hierarchical, stable, developmental, 
evaluative, differentiable" (p. 411 ). While there are many instruments available that 
measure self-concept (e.g., Multidimensional Self-Concept Scale, MSCS , Bracken, 1992; 
the Coopersmith Self-Esteem Inventory , Coopersmith, 1987; Self-Perception Profile for 
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Children, SPCC, Harter , 1985; Piers-Harris Children's Self-Concept Scale, PHCSC , 
Piers , 1984; Rosenberg Self-Esteem Scale, RSES, Rosenberg, 1965), the following are 
most familiar and well respected. The RSES is unidimensional, reporting only global self-
esteem and thus was eliminated from consideration for use in this study. The PHCSC, the 
MSCS, the SPPC, and the Coopersmith measures are all multidimensional but do not 
necessarily contain the same domains. Strengths of the measures include consideration of 
multiple domains and a global/total score. The age range under study was also considered 
with the goal of having a single measure that could be used to assess all adolescents. 
Thus , the Harter was eliminated because two measures would be required. Finally, 
measures that were nationally nom1ed were considered psychometrically more desirable 
than measures with less representative normative information. After considering the 
strengths and weaknesses of various measures , the MSCS was chosen for this study as it 
had a large national san1ple, adequate age range, multiple domains with a global score, and 
is well respected. A description of the MSCS will be included in the methods chapter. 
Corre lates of Self-Concept 
According to Harter (1996), the constructs of self-concept and self-esteem have 
been "invoked as a causal factor in numerous other problem behaviors, (e.g., eating 
disorders , delinquency including gang membership , antisocial behavior , and teen 
pregnancy)" (p. 30). While most research does not state that low self-concept "caused" a 
particular problem, there is sufficient evidence to note that these problems may be related 
to self-concept in some way. Merrell ( 1994) stated that there is evidence to suggest that 
self-concept does have a "functional role that may impact such diverse aspects of human 
development as affect , motivation , and energy level" (p. 193) . 
In an integrative review of 14 studies (Dowd , 1998) concerning the relationship 
between depression and self-concept , a robust relationship between depression and self-
concept was identified. A number of studies have investigated the relationship betwe en 
depression and self-concept (Bolognini et al., 1996 ; Cole & Kumchy , 1981 ; Donnelly & 
Wilson , 1994; Evans , 1994; McCauley et al., 1988; Moya!, 1977 ; Papini & Roggman , 
1992; Patton , 1991; Simons & Miller , 1987; Williams & Page , 1989). Both clinical 
populations as well as nonclinical populations using nonreferred subjects have been 
investigated. The findings of the studies included in the meta-analytic review indicated a 
moderately high ( -.48) relationship between self-concept and depression exists. This 
suggested that there was a moderate , negative relationship between depression and self-
concept with self-concept diminishing as depression increased . 
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In the review listed above (Dowd , 1998) , the consistency and robustness of this 
relationship suggested that further studies of the basic relationship between depression and 
self-concept were not needed . However , future studies are needed to further assess the 
possible changes in the relationship between depression and self-concept with age. Also , 
there are now newer measures available that need to be considered. It would also be 
beneficial to look closer at gender, and gender and age affects. Addressing another 
avenue of possible research , Merrell ( 1994) stated that it would be logical to assume that 
self-concept would be negatively associated with internalizing symptoms , but to date no 
one has looked at that relationship on the broadband dimension of internalizing disorders. 
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Further , as previously stated, contemporary models of affect have not been investigated to 
better understand the dynamics of the relationship between depression (internalizing) and 
self-concept. There have been no known studies to date looking at self-concept and 
depression using Bracken 's MSCS (1992). Also, there have been no studies using the 
ISSA to assess for broadband internalizing disorders and self-concept. 
Purpose and Objectives 
As previously stated , the transitional period of adolescence places this age group at 
risk for internalizing problems. There is sufficient evidence indicating that internalizing 
problems can have serious and often long-term effects on adolescents. One problem with 
identifying internalizing disorders is the similar symptomatology among these syndromes. 
One theory to help differentiate syndromes is that of the tripartite model of affect, looking 
at positive and negative affect. No one to date has looked at this model in conjunction 
with internalizing disorders in adolescents. In essence, we have demonstrated the need to 
further study internalizing disorders in adolescence. 
Further, a relationship between depression, one subcategory of internalizing 
disorders, and self-concept has been solidly established but no one to date has looked at 
self-concept and how it relates to the broad band category of internalizing disorders. One 
reason this has not been studied has been the limited number of self-report measures to 
assess internalizing disorders in adolescents. Great strides have been made in research but 
there are still gaps that the current research will address. The following research questions 
are posed: 
1. What is the underlying factor structure of the ISSA? Can psycho metrically 
reliable subscales be determined? 
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2. What is the bivariate relationship between the ISSA total score, subscale scores 
and the MSCS total and subscale scores? 
3. Can the MSCS subscale scores predict internalizing symptoms? Specifically , 
what percentage of variance in the ISSA total score can the MSCS subscale scores 
account for? 
CHAPTER III 
METHODOLOGY 
Participants 
38 
The participants for this study consisted of middle school and high school 
adolescents between the ages of 12 and 19. The target population consisted of 
approximately 1,200 students in the 6th through 12th grades. The final sample came from 
those students whose parents /guardians signed and returned consent forms, giving their 
consent for their adolescent to participate in this study. Parents were sent a letter 
requesting permission for their adolescent to participate. Students were also informed 
about the study and were given a pen or pencil for participating, as well as the chance at 
having their name drawn for gift certificates. A minimum rate of 35% was expected , 
which would have resulted in a sample size of 420 . A total of 512 students participated in 
the study; however, 16 students were excluded from the study due to incomplete or 
invalid protocols . This made the final sample size 496 , which was approximately 41 %. 
The participating adolescents were students attending school in a small city in the 
Midwest. 
The ages ranged from 12 to 19 years of age. The breakdown of students included 
217 males ( 43.8%) and 279 females (56.3%) . Grades included in the study were 7th 
through 12th grades. Refer to Table 1 for further demographic information. The 
demographic information collected also included questions about parental education. The 
fathers' education levels ranged from 9.5% who did not finish high school to 9.7% having 
Table 1 
Demogra1:1hics of Study Partici1:1ants 
Category !! % 
Age 
12 3 .6 
13 15 3.0 
14 60 12.1 
15 129 26 .0 
16 141 28.4 
17 113 22.8 
18 34 6.9 
19 .2 
Grade 
7th 4 .8 
8th 32 6.5 
9th 167 33.7 
I 0th 133 26.8 
I Ith 120 24.2 
12th 40 8.1 
Ethnicity 
Caucasian 408 82 
African American 10 2 
Native American 18 4 
Asian 22 4 
Hispanic 29 6 
Other 5 1 
Did not respond 4 .8 
some graduate school. Mothers ' education levels ranged from 9.1 % who did not finish 
high schoo l to 7.9% having some graduate school. The number of parents who had 
completed college degrees was 27% for fathers and 35% for mothers. 
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The Internalizing Symptoms Scale 
for Adolescents 
Instrumentation 
The Internalizing Symptoms Scale for Adolescents (ISSA) is 63-item self-report 
instrument, designed to assess internalizing symptoms in adolescents (see Appendix A). 
The ISSA is a newly developed instrument designed to fill the current gap in the 
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assessment and evaluation of internalizing disorders in adolescents. Part of this study was 
to provide information on the validity of this measure . Items for the ISSA were structured 
following the guidelines used to develop items for the Internalizing Symptoms Scale for 
Children (ISSC ; Merrell & Walters , 1996) with the items being geared for adolescents 
rather than children. The ISSA follows the endorsement format of the ISSC based on a 4-
point Likert scale. Respondents can choose from: "never true ," "hardly ever true," 
"sometimes true ," or "often true ." 
The ISSA was designed to provide information on the following four domains of 
internalizing symptoms : (a) depression, (b) anxiety, (c) somatic complaints, and (d) social 
withdrawal. However , given the previously identified linlitations of existing assessment 
tools (e.g., poor discriminant validity, combined anxiety-depression scales), the ISSA was 
constructed to include items assessing positive affect along with the assessment of 
psychological distress . General distress or negative affect is characterized by feelings of 
distress , fear, anger, or nervousness and i11cludes items such as: "Things are hard for me," 
"I have trouble sleeping," "I feel like crying," and "I don't feel like doing anything ." The 
construct of positive affect reflects an overall enjoyment of life and feelings of joy and 
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enthusiasm and includes items such as: "I laugh and smile as much as other people ," "I 
don't give up when things get tough ," and "I have lots of energy. " The I SSA ' s 4-point 
Likert scale is scored using 0, 1, 2, and 3, which produces a range ofraw scores from Oto 
189. It is important to note that positive items are reverse scored so that a higher score 
always indicates more symptoms. Becaus e the ISSA is newly developed , there is currently 
no research information available on the psychometric properties ofISSA scores. 
However, information on the ]SSA ' s pred ecessor , the ISSC , indicates that it is a 
psychometricall y sound self-report instrument for assessing the broad domain of 
internalizing symptomatology in children with substantial content validity . In research on 
the ISSC , Merrell et al. ( 1997) reported a strong and stable two-factor solution for the 
ISSC identifying negative affect/general distress and positive affect factors. Internal 
consistency for the ISSC total score was .91 and the coefficients for the two factors were 
.91 for Factor 1 and .85 for Factor 2. In a test-retest study the !SSC had stability 
coefficients ranging from . 74 (12-week) to . 90 (2-week). The ISSC was compared with 
the ST AIC, the RCDS, the RCMAS, the CDI , and the YSR , and the results indicated 
strong convergent construct validity for the I SSC as a broadband measure of internalizing 
symptomatology. 
The Multidimensional Self-Concept Scale 
The Multidimensional Self-Concept Scale (MSCS; Bracken, 1992) is a 150-item 
self-report measure of self-concept (see Appendix B). This scale was designed to assess 
self-perceptions in six domains of self-concept: social , competence , affect, academic, 
family, and physical. This measure also generates a global self concept score referred to 
as the total scale. The MSCS follows the endorsement format of a modified 4-point 
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Likert scale with options being: strongly agree, agree, disagree, strongly disagree. The 
items are positively or negatively worded statements such as: "I have a lot of friends" or 
"My parents don't trust me." It produces the following types of scores: standard scores 
(both deviation quotients and I scores) , percentile ranks, and self-concept classifications . 
The standard scores were determined by using percentile rank to standard score 
conversions. The final distribution was based on an IQ Metric with a mean of 100 and a 
standard deviation of 15. This was done so the self-concept score could be easily 
compared with other constructs using the same common metric. This was also the 
reasoning behind developing the I-scores (M = 50, SD = 10), so these scores could be 
easily compared with those constructs that are assessed and reported using this system . 
The use of self-concept classifications allows the examiner to put a verbal descriptor to the 
level of adjustment on a negative to positive continuum , ranging from extremely positive 
to extremely negative self-concept. Bracken developed the MSCS with the intent that 
each subscale would represent a specific domain of self-concept ( e.g. , competence, affect , 
academic, family, physical, and social). 
Although the six domains are not mutually exclusive and do have considerable 
overlap, each domain needs to be understood in its own context. Each subscale represents 
a domain and is made up of 25 questions pertaining to that domain construct. The 
subscale titled "social" refers to how a child interacts socially with other people. The 
concept "other people" refers to everyone a child interacts with, including family, friends , 
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teachers , neighbors , and strangers. Sample questions from this domain include: "Most 
people like me," "I have a lot of friends," and "Many people have a low opinion of me." 
The subscale "competence" refers to how children evaluate their actions in their 
environment. Whether they are successful in attaining their goals and can function 
effectively in their environment. Sample questions from this domain include: "Too often I 
say the wrong thing," "l don't seem to have any control over my life," and "I can do most 
things pretty well." The "affect" subscale considers a child' s affective behavior patterns . 
Questions in the affect domain include items such as: "There are many things I would like 
to change about myself," "I have a positive outlook on life," and "I am frequently 
confused about my feelings." The subscale titled "academic" refers to how the child 
perceives his or her functioning in school-related areas. Sample questions include: "I 
frequently feel unprepared for class," "I can spell better than most people my age," and "I 
learn fairly easily." The domain considered in the "family" subscale refers to those people 
to whom the child looks for care, security, and nurturance. This may be a traditional 
family unit or may be another arrangement that has taken the place of the traditional unit 
such as foster family, stepfamily, extended family, or surrogate family. Questions from 
this domain include items such as: "My home is warm and caring," "My family ruins 
everything for me," and "My parents care about my future." The last domain is that of the 
subscale titled "physical." This refers to the child's physical body and the condition of 
their body. A child receives information in direct and indirect ways pertaining to his/her 
physical attributes that affects the way a child feels about him/hersel£ Sample items 
include: "I am attractive ," "I am stronger than most people," and "My hair never seems to 
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look very good." The 25 questions included to sample each domain are scored 1, 2, 3, or 
4, which provides a range ofraw scores from 25 to l 00. 
According to the manual the MSCS subscales can be administered individually or 
in combination, but each subscale should be interpreted as verification of how the 
adolescent is perceiving his/her self-concept in that domain. For research purposes, raw 
scores for each scale were used for analyses. When the test is used on an individual basis, 
the raw scores are converted to standard scores for interpretation purposes. 
The MSCS was normed on 2,50 l students ranging from 9-19 years of age or 
Grades 5-12. These students were located in 17 different sites in all major regions of the 
United States and closely resemble the U.S. population demographics . The internal 
consistency reliability for the total scales score ranged from .97 to .99, while internal 
consistency for the domain specific scores ranged from .85 to .97. The MSCS manual 
reports validity based on content, construct , concurrent , contrasted groups, and 
divergence. Content validity is demonstrated through an extensive review of the literature 
providing support for the six self-concept domains that are represented in the MSCS. 
Concurrent validity was explored in studies comparing the MSCS with the Coopersmith 
Self-Esteem Inventory, the PHCSC , the Self-Description Questionnaire-I , and the Self-
Description Questionnaire-II. The Total Scale score correlations ranged between .69 and 
.85, with these criterion measures, suggesting that the tests assess similar constructs. The 
reading level required for this instrument is at the third -grade level. Administrat ion time 
was between 20-30 minutes. 
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Procedure 
Approval for the present study was obtained from the Institution Review Board 
(IRB; Appendix C) at Utah State University and the appropriate school district 
administrative personnel. Parents of the adolescents in the school district involved were 
sent a letter by mail explaining the study and requesting consent for their child to 
participate in this study. Copies of the letter and consent form are included in Appendix 
D. Incentives were provided to encourage return of the consent forms. All signed 
consent forms were placed in a box for drawings for 10 Chaniber of Commerce gift 
certificates per school in the amount of $10 to be spent at any of approxinlately 140 
participating merchants. Participating students were also given their choice of a USU pen 
or pencil upon completion of the questionnaires . Participation was voluntary and those 
students who did not wish to participate were required to study quietly as directed by their 
teachers during the test administration . Students were administered the two measures 
during a regular classroom period that was chosen in cooperation with the schools ' 
principals. The high school allotted one period of the day for all students to participate at 
the same time. Teachers were provided with enough individual packets for each student 
participating in their classroom. Each packet contained a demographics questionnaire, the 
MSCS, and the ISSA. The exanuner gave instructions over closed circuit television to all 
classrooms at one time. If participants had questions, they were allowed to contact the 
exanuner who then provided the question and answer to all students in case others had the 
same question. 
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The middle school testing was done over various periods with participants being 
pulled out of their regular classrooms and sent to one location for testing purposes where 
the examiner was on hand to give instructions and answer questions. In all cases, the 
order of administration was randomly varied. The packets containing the test protocols 
were organized in advance , alternating which protocol was first and which was second . In 
the high school the packets were distributed to the classroom teachers in bundles , and how 
the individual teachers distributed the packets to the students was left to the discretion of 
the teacher. In the middle school , the examiner handed out the packets as the students 
entered the room. Students were asked to complete a brief demographic questionnaire in 
addition to completing the two test protocols (see Appendix E). 
CHAPTERIV 
RESULTS 
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The chapter will be organized in line with the research questions presented in 
Chapter IL Prior to the presentation of results , preliminary analysis of the data including 
mean, standard deviation, and Cronba ch' s alpha were calculated for each measure. 
Missing values were substituted with the item mean score . This procedure is a way of 
dealing with protocols that have small numbers of missing data that are otherwise 
complete as suggested by Gorsuch (1983). Subsequently , each research question will be 
addressed . 
Preliminary Analyses 
Preliminary analysis includes the means for ISSA total and MSCS total scores . 
Results are presented in Table 2 for the entire sample, as well as separate means for each 
grade and for males and females. Means for the MSCS total ranged from 445 .22 for I 0th 
graders to 484.47 for 8th graders. Means for the ISSA total ranged from 45.50 for 7th 
graders to 70.04 for I 0th graders. 
Internal consistency coefficients for MSCS scale and subscales, and ISSA total 
were calculated and are presented in Table 3. Coefficient alphas were all high and ranged 
from .89 for the Competence Scale to .98 for the MSCS total. 
Intercorrelations between the MSCS subscale scores and total scores were 
calculated and are presented in Table 4. The correlations were generally moderate to high 
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Table 2 
Means and SD of Test Protocols 
ISSA total MSCS total 
Mean SD Mean SD 
Full sample 66.29 28.26 451.61 62.84 
Males 60.98 26.73 450.76 66.44 
Females 70.43 28.77 452.27 59.99 
7th 45.50 21.64 476.25 72.43 
8th 54.66 30.00 484.47 62.95 
9th 65.13 27.14 450.55 65.34 
10th 70.04 29.06 445.22 61.15 
1 lth 69.22 28.11 446.92 61.30 
12th 61.33 26.81 462.60 54.61 
Note. N = 496. 
Table 3 
Reliabilities for MSCS and ISSA Scales 
Scale Alpha 
MSCS total .98 
Social .92 
Competence .89 
Affect .94 
Academic .92 
Family .97 
Physical .93 
ISSA total .96 
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Table 4 
Correlations Within MSCS Scales 
Subscales Total Social Comp Affect Academ Family 
Soc .80 
Com .89 .71 
Aff .91 .73 .80 
Ace .81 .53 .77 .66 
Fam .78 .45 .6 1 .64 .57 
Phy .82 .65 .65 .74 .55 .51 
and ranged from .45 between social and family, to .91 between total and affect. 
Factor Structure for the ISSA 
The first research question addressed the underlying factor structure of the ISSA. 
Factor analysis was run using the Principal Axis Factoring extraction method. This 
method was chosen because it extracts the maximum amount of variance of the variables 
that can be extracted with the fewest factors (Gorsuch, 1983). Gorsuch indicated that a 
prime characteristic of this procedure is that each factor accounts for the maximum 
amount of the variance of the variables being factored. The factors are then based on 
highly correlated items. Another reason to use the Principal Axis Factoring extraction 
method was that it isolates factor structures mathematically without considering the 
theoretical expectations of the researchers. Based on eigenvalues greater than 1, solutions 
with between one and nine factors were considered. Both oblique and orthogonal 
rotations were considered. The item "I hate being the center of attention" was dropped 
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was dropped due to poor psychometric performance as it did not load substantially on any 
factor regardless of solution and had a low item-total correlation (.28). Subsequent 
analyses were conducted using the remaining 62 items. Internal consistency reliability for 
the 62-item Total Score was .96. Item contents and item-total con-elations for the final 
ISSA Scale are presented in Table 5. 
A two-factor solution was identified as superior to any other factor solution (i.e., I 
to 9 factors). The solution was selected based on examination of the scree plot, the 
number of loadings and double loadings per factor, and interpretability. As stated 
previously, both orthogonal and oblique rotations were considered . The orthogonal 
solution was very sinlilar to the results obtained using an oblique rotation ; however , the 
orthogonal rotation resulted in fewer double loadings than the oblique two-factor solution. 
The orthogonal rotation converged after three iterations , provided the most parsimonious 
solution, and was the final solution identified. For comparison, the pattern and factor 
matrices for the oblique two-factor solution are included in Appendix F. 
In the final solution, the two factors accounted for 34.2% of the total variance. 
Factor I accounted for 27.45%, and Factor 2 accounted for 6.79% of the variance. The 
factor matrix for the two-factor solution with item-total correlations for each factor is 
presented in Table 6. Item-total correlation coefficients assess the magnitude of the 
relationship between the item and the scale and are used to assess if the item adequately 
reflects the construct being measured. Generally, item-total correlations below .25 to .30 
suggest that the item may not belong in the domain being measured. The item-total 
correlations were generally moderate to high, ranging from .32 to . 72 on Factor 1 and .43 
Table 5 
]tern Content of ISSA/Factors 
Item content 
Factor I: Negative affect/General distress 
I. I am shy 
2. I worry about things 
4. I have bad dreams 
6. Things are hard for me 
7. I feel lonely 
8. I worry that I will hurt someone 
I 0. I have trouble sleeping. 
11. I feel like I might faint. 
12. I get upset easily 
14. I feel like I have made too many mistakes 
15. Lots of things scare me 
17. I feel like crying 
18. When there is a problem it is my fault 
19. I have a difficult time breathing 
21. I worry that something bad will happen 
23 . I feel sad 
24. I get scared for no reason 
25. I feel sick to my stomach 
27 . I feel restless 
28. I would rather be alone than with other people 
29. I have a hard time concentrating on things 
30. I feel sorry for myself 
31. My feelings get hurt easily 
33. I have a hard time making up my mind 
34.• I think about hurting myself 
36." It seems like no one cares about me 
38. I feel very tired 
39. I don't feel like doing anything 
41. I worry that other people will not like the way I do things 
43 . Bad things happen to me 
44. I think about dying 
45. My hands and feet feel sweaty 
47. I can't do anything right 
48. I feel nervous 
49. I get embarrassed easily 
50. I have lots of aches and pains 
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Item-total Correlation 
.32 
.44 
.42 
.44 
.57 
.37 
.51 
.39 
.47 
.58 
.48 
.58 
.53 
.40 
.62 
.73 
.56 
.56 
.41 
.49 
.52 
.61 
.60 
.52 
.59 
.68 
.52 
.54 
.44 
.59 
.61 
.47 
.64 
.57 
.45 
.54 
(table continues) 
Item content Item-total Correlation 
51. Sometimes I feel like I am going to explode .59 
52. I feel confused .66 
55. I feel guilty .57 
56. I feel terrible when I make mistakes .35 
58. Things I used to like aren't fun anymore .41 
59 . I'm afraid that I will fail .51 
60.a f'm not as good as my parents want me to be .48 
62. It feels like I have a lump in my throat .46 
Factor 2: Positive affect 
3. I feel cheerful .42 
5. I feel important .52 
9. I have lots of energy .42 
13. I am good at lots of things .44 
16. Other people like me .39 
20. I do things as well as other people my age .38 
22 . I am comfortable with the way I look .49 
26. I laugh and smile as much as other people .49 
32. I don't enjoy anything .52 
34. 3 I think about hurting myself .59 
35. I do well in school .37 
36." It seems like no one cares about me .68 
37. J feel happy .52 
40. I like myself .62 
46. I feel like doing things with other kids my age .64 
53. I feel great .65 
54. J believe things will tum out okay for me .54 
57. J don't give up when things get tough .32 
60. 3 I'm not as good as my parents want me to be .48 
61. I try again when I lose .44 
63. I feel calm and relaxed .56 
3ltems that cross-loaded . 
to .73 on Factor 2. One item had a relatively weak loading on Factor I (.32) and a 
relatively low item-total correlation (.32). However, the item "I am shy" was deemed 
clinically important and was retained . Three items double loaded and were retained on 
both factors: "I think about hurting myself," "It seems no one cares about me," and "I'm 
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not as good as my parents want me to be." Because some items on the ISSA were reverse 
scored, it could be understood how these items could load on both factors . On Factor 1 a 
high score on "I think about hurting myself' would indicate more distress , but on Factor 2 
with its reverse score, a high score on the same statement would actually indicate that the 
person does not think of hurting himself 
Interpretively , Factor I was labeled negative affect and appears to reflect negative 
affect and general distress. There were a total of 44 items on Factor 1 with item-total 
correlations ranging from .32 to .72. Typical items loading most highly on Factor I 
include "I worry about things" (.55), "I feel like crying" (.67), "My feelings get hurt 
easily" (.68), and "I feel confused" (.71). Internal consistency reliability for Factor 1 was 
.95. The loadings and item-total correlations per factor for each item are presented in 
Table 6. 
Factor 2 appears to reflect positive affect and was labeled as such, with typical 
items being "I feel cheerful" (.59), "I laugh and smile as much as other people (.71), "I like 
myself' (.71), and "I feel great" (.76). There were a total of20 items on Factor 2 with 
item correlations ranging from .43 to .73. Internal consistency reliability for Factor 2 was 
.92. The loadings and item-total correlations per factor for each item as per factor are 
presented in Table 6. 
Internal consistency reliability for the Total Score in the two-factor solution was 
.96. Descriptive statistics were conducted for the new subscales , negative affect (NA) and 
positive affect (PA), as well as the mean for the modified ISSA total (i.e., with the poor 
performing item deleted). Results are presented in Table 7 for the entire sample, as 
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Table 6 
ISSA Factor Analysis: Rotated Two-Factor Solution and Item-Total Correlations 
Factor I Factor 2 Item-total Item-total 
Item Negative affect Positive affect Factor I Factor 2 
_32• 
. 11 .32 
2 .60' .00 .51 
3 .11 .58· .56 
4 .46" .00 .46 
5 . 19 .648 .64 
6 .44• .14 .45 
7 .5 J 8 .30 .57 
8 .38· . 12 .39 
9 . IO _59• .56 
10 .45' .25 .5 1 
11 .40• .13 .41 
12 _54• .00 .51 
13 . 14 .58' .58 
14 _53• .28 .58 
15 .56· .00 .52 
16 .00 .58· .55 
17 .688 .00 .63 
18 .55" . 17 .56 
19 _34• .24 .39 
20 .00 _55• .54 
21 .67· .16 .66 
22 .26 .so· .54 
23 .678 .33 .72 
24 .55" .22 .57 
25 .60· .16 .60 
26 .10 . 718 .68 
27 .38' . 19 .41 
28 .418 .29 .47 
29 .47• .24 .53 
30 .s8· .27 .62 
31 .68· .12 .65 
32 .30 .so· .51 
33 _54• .16 .54 
34b 
.39" .so· .53 .57 
35 .00 .55' .53 
(table continues) 
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Factor I Factor 2 Item-total Item-total 
Item Negative affect Positive affect Factor I Factor 2 
36b 
.51' .49• .59 
37 .14 .73" .69 
38 _55• .16 .55 
39 .so· .26 .55 
40 .32 .64· .69 
41 .53' .00 .49 
43 .s2· .32 .59 
44 .50' .38 .59 
45 .42' .24 .46 
46 .00 .53' .48 
47 _53• .39 .62 
48 .64' . 11 .6 1 
49 .52' .00 .49 
50 .53 .22 .56 
51 .57" .23 .6 1 
52 .67' .23 .69 
53 .32 .70" .73 
54 .2 1 .66" .66 
55 .58' . 19 .59 
56 .49' .00 .42 
57 .00 .so· .48 
58 _37• .19 .41 
59 .56' . II .55 
60b 
.35' .36' .45 .43 
61 .15 .57' .58 
62 .39' .27 .45 
63 .30 .56" .61 
Note. On factor loadings , • numbers indicate the factor to which the item is assigned. 
Three items are cross-loading on both factors and are indicated with b_ 
well as separate means for each grade and for males and females as well as for each factor. 
The Means and Standard Deviations were as follows: Total Scale M = 65.14, SD= 27.97; 
Factor 1 (NA) M = 52.97, SD= 21.95; Factor 2 (PA) M = 14.99, SD= 10.54, noting that 
positive affect items are reverse scored with higher scores indicating more 
symptomatology. 
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Table 7 
Means and SD of Revised ISSA Protocol 
ISSA total Factor 1 Factor 2 
Revised 
ISSA Mean SD Mean SD Mean SD 
Full sample 65.14 27.97 52.97 21.95 14.99 10.54 
Males 59.69 26.28 46.86 19.93 15.48 10.82 
Females 69.37 28.55 57.72 22.31 14.61 10.33 
7th 44.00 20.80 33.75 14.64 12.75 11.76 
8th 53.63 29.66 44.81 24.56 10.66 8.27 
9th 64.02 26.89 52.26 21.32 14.58 10.76 
l 0th 68.80 28 .76 55.86 22.57 16.01 10.26 
11th 68.08 27.80 55.32 21.67 15. 78 10.67 
12th 60.10 26.51 47.70 21.95 14.63 11.29 
Note. N = 496. 
Relationship Between Internalizing Symptoms and Self-Concept 
The second research question studied the relationship between the ISSA total 
score and subscales scores identified in the previous question and the MSCS total and 
subscale scores. To evaluate relationships between internalizing symptoms and self-
concept, bivariate Pearson product-moment correlations were computed and are presented 
in Table 8. For the present analysis, an alpha level of 12 < .01 was selected as a cutoff to 
determine statistical significance. The more restrictive alpha level was selected to offset 
the high number of correlations calculated. Utilizing an alpha at this level will help control 
Table 8 
Correlations Between MSCS and ISSA 
ISSA scores 
MSCS scores Total Negative affect Positive affect 
Total -.74 -.64 -.78 
Social -.61 -.53 -.62 
Competence -.64 -.54 -.70 
Affect -.78 -. 71 -.73 
Academic -.54 -.44 -.63 
Family -.51 -.42 -.60 
Physical -.65 -.58 -.62 
Note. All correlations were statistically significant at the Q < .01 level. Positive affect is 
reversed scored. 
for experimental error and reduce the probability of making a Type I error. 
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The correlations between the ISSA total and subscale score and the MSCS scores, 
both total and subscale, were inversely related as expected. These relationships were 
moderate to large in magnitude, ranging from .42 to .78. While all correlations were 
statistically significant at the Q < . 01 level, the MSCS subscale affect had the strongest 
relationship with internalizing symptoms (r = -.78). Affect also indicated the largest 
magnitude with the ISSA negative affect and positive affect scores (r = -.71 and -.73, 
respectively). 
Prediction oflnternalizing Symptoms by Self-Concept Scores 
The third research question concerned how much of the variance in the ISSA total 
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score could be accounted for by the MSCS subscale scores. Multiple regression analyses 
were conducted to ascertain the percentage of variance in the ISSA Total Score accounted 
for by the MSCS subscale scores. A block entry method was used to enter all MSCS 
subscales simultaneously. The block entry method was chosen due to the well-
documented limitations of stepwise entry methods (Huberty, I 989 ; Thompson, 1995). To 
review briefly, stepwise entry methods do not identifying the best predictor set of variables 
and tend to produce nomeplicable results . Stepwise entry methods assume that the 
entered predictors are the best set of predictors and only look at results with those 
predictors entered. Block entry considers all possible predictors . Results of the block 
entry method indicated that the MSCS subscales accounted for a statistically significant 
percentage of the variance in the ISSA total score, E (6,489) = 135.28, .Q < .0001. The 
predictors accounted for 62% of the variance of the ISSA total score. Results are 
presented in Table 9. 
One method of assessing the contribution of each individual MSCS subscale in 
explaining the variance of the ISSA total score is to examine the relative values and 
significance levels of the standardized beta coefficients (P) obtained in the block entry 
regression equation (Table 9). These standardized beta coefficients indicated that the 
affect scale and physical scale explained statistically significant proportions of the variance 
of the ISSA total score. Indications from the block entry method regression analyses 
suggest that not all subscales were necessary to explain the variance of the ISSA total 
score. 
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Table 9 
Summary of Simultaneous Regression Analyses for MSCS Subscales/ISSA Total Score 
Scale B SEB t. Sig. 
Constant 197.19 6.24 31.63 .000 
Social - .12 .11 -.05 -1.09 .277 
Competence .00 .16 .02 .28 .779 
Affect -1.32 .12 -.62 -11.00 .000 
Academic .00 .10 -.02 -.52 .604 
Family .00 .07 -.01 -.19 .854 
Physical -.34 .09 -.16 --3.69 .000 
Note . Total R2 = .62 (.Q < .05). 
To identify the best set of predictor subscales and to determine how few subscales 
could be used, multiple regressions were conducted with all possible combinations of 
MSCS subscales. In total 62 regressions were conducted . Summarizing, the family score 
was the least predictive subscale score by itself accounting for only 26% of the variance in 
ISSA total score . The results indicated that the affect subscale alone accounted for the 
most variance, 61 % of the ISSA total score. The range of variance accounted for by any 
two MSCS subscales went from 35% to 62%. The best two-variable predictor set was the 
combination of the affect and physical scales that, when combined, accounted for 62% of 
the variance. Considering sets of three MSCS subscale scores, the variance accounted for 
in the ISSA total ranged from 43 - 62%. Regressions with sets of four and five MSCS 
subscales accounted for ISSA variance ranging from 48 - 62%, and 53 - 62%, 
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respectively. The variance accounted for in the ISSA total score by the MSCS subscales 
did not exceed 62%. The results of the multiple regression analyses are included in 
Appendix G. 
CHAPTER V 
DISCUSSION 
The present study examined internalizing symptoms and self-concept in 
adolescents . The first research question examined the underlying factor structure of the 
ISSA The second research question examined the bivariate relationship between the 
ISSA total score and the MSCS subscale scores. While the third research question 
determined whether the MSCS subscale scores could predict internalizing symptoms by 
examining the variance in the ISSA total score accounted for by the MSCS subscale 
scores. This chapter contains a discussion of the main findings and possible implications 
for clinical use and future research as well as the limitations of the study. 
Factor Structure for the ISSA 
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A two-factor structure was superior to any other solution considered for the ISSA. 
The two-factor structure was strong and clinically interpretable, as well as being the most 
parsimonious solution . The two factors were identified as negative affect/general distress 
and positive sffect. This was the first attempt to identify subscales in the ISSA and so is 
considered tentative until further research can replicate the findings. At this point in time 
it appears to be most practical to view the measure as a whole until more research has 
been conducted that would add support for the two factors. Consequently, the subscales 
can be considered research tools at this time, but are likely to be useful in further studies 
of internalizing disorders with emphasis on differences in positive affect and negative 
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affect. However , preliminary analyses suggest that the ISSA supports Clark and Watson's 
( 1991) tripartite model of affectivity with a distinction between negative affect and 
positive affect. 
One possible solution for the scale was that it would produce four factors, 
reflecting each of the narrow band domains of internalizing disorders : depression , anxiety, 
somatic complaints , and social withdrawal. However , considering the appreciable 
comorbidity among internalizing disorders and the shared symptoms, it was not surprising 
that four separate factors were not identified. The high levels of comorbidity have spurred 
the discussion between various researchers as to whether internalizing disorders are 
actually distinct disorders or one broad disorder (Callahan et al., 1996; King et al., 1991; 
Reynolds, 1992) and spurred the development of broader assessment measures such as the 
IS SA. When considering the diagnostic criteria in the DSM-IV (APA, 1994) for the 
different internalizing disorders , it is apparent that they share many of the same symptoms. 
One characteristic of anxiety that is not typically shared with the other internalizing 
disorders is physiological arousal or hyperarousal. The tripartite model posits that 
Negative Affect is a nonspecific factor that is common to both depression 
and anxiety; the influence of this common factor helps to explain the strong 
association between measures of these constructs. In contrast, (low) 
Positive Affect is a specific factor that is relatively unique to depression. 
(Watson et al., 1995, p. 4) 
The tripartite model hypothesized that physiological arousal with symptoms of somatic 
tension is unique to anxiety. While the ISSA did not target physiological arousal, there 
are three items that did address it. However, a factor would not be expected from such a 
small number of items. Thus, to differentiate fully between the disorders in a brief 
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assessment measure have been extremely difficult , if not impossible, until measures like the 
ISSA that appears to assess for positive and negative affect in conjunction with 
determining presence of internalizing symptomatology. 
The two-factor solution of the ISSA provides some support for Clark and 
Watson's (1991) tripartite model of affectivity . This theory has been studied and 
supported in research primarily conducted with adults (Joiner, 1996; Watson, Clark, & 
Carey , 1988; Watson et al., 1995). Researchers have only recently extended their studies 
of expressions of distress to include adolescents and children. The ISSA was developed to 
assess internalizing disorders while also assessing for both positive and negative affect as 
operationalized by Watson and Clarke and the two-factor solution supports the two 
domains targeted. Thus, the findings of the present study provide additional support for 
the comparability of the tripartite model between adults and adolescents. Other studies 
have found similar support for positive and negative affectivity in children and adolescents . 
Most recently, Lonigan, Hooe , David, and Kistner ( 1999) investigated "the structure of 
self-reported affect and its relations to depressive and anxious symptoms in school 
children (4th to 11th grade)" (p. 374). They compared younger children with a mean age 
of 10.3 to older children with a mean age of 14.2. Their study indicated that "relations of 
NA and PA with measures of anxious and depressive symptoms were largely consistent 
with the tripartite model" (p. 3 81 ). 
The ability to measure positive and negative affect is important in the classification 
and assessment of internalizing disorders. The information from the ISSA total score and 
subscale scores can be beneficial to both researchers and clinicians. The total score will 
provide information on the presence or absence of internalizing symptoms in the 
adolescent. The higher the total score, the more distress the adolescent is experiencing. 
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At the subscale level the scores on negative affect will generally be high if any internalizing 
symptoms are present, simply because all internalizing disorders reflect negative affect or 
general distress. Consequently , a high score on the total score or negative affect may 
indicate problems with depression , anxiety, somatic complaints, or social withdrawal , or a 
combination of disorders , and would be a red flag for a clinician to further investigate the 
adolescent ' s distress. The content of items endorsed may provide some insights for 
clinicians regarding the symptoms requiring further investigation . General distress is 
common to most psychological measures. Scores on the positive affect scale will help 
determine whether the adolescent is experiencing more depression (high scores indicating 
low positive affect), or more anxiety (with scores indicating lower average or higher levels 
of positive affect). This differentiation could benefit clinicians as they determine 
intervention strategies. While there are some similar strategies in treating depression and 
anxiety, there are more differences in treatment between the two. The differences in 
treatment are apparent from almost any theoretical background and can include the use of 
different psychotropic medications . Lonigan, Elbert, and Johnson (1998) noted the 
increasing pressures to "demonstrate the efficacy and value" (p. 139) of various 
interventions. These pressures come from managed care, governmental agencies, and 
professional organizations. To address these pressures, various psychologists are 
conducting research to gather information on empirically supported interventions to prove 
efficacy of various treatment models . In a review of studies of psychosocial interventions 
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for children and adolescents with depression , Kaslow and Thompson (1998) discussed 
strengths and weaknesses of the empirically supported treatment approach. They did state 
that the majority of intervention programs were based on a cognitive-behavioral model 
and were found to be effective in reducing depressive symptoms . These positive treatment 
effects were noted regardless of modality (group, individual, or family), and typically 
included some components of social skills and social competence training , cognitive 
restructuring, problem-solving , and relaxation techniques. Ollendick and King ( 1998) 
reviewed empirically supported treatments for children with anxiety. They found that 
several behavioral and cognitive-behavioral treatments (imaginal desensitization , in vivo 
desensitization and modeling) were more effective in decreasing anxiety than wait-list 
control conditions or placebo treatment. Ollendick and King (1998) also reviewed 
between-group studies involving cognitive-behavioral therapy alone and cognitive-
behavioral therapy plus family anxiety management , with indications of probable efficacy 
in the treatment of anxiety in children. The different treatments support the need for 
clinicians to be better able to separate the two disorders. As clinicians strive to provide 
the most effective treatment for their adolescent clients, it may be beneficial to review the 
empirically supported treatment data on various disorders. 
Relationship Between Internalizing Symptoms and Self-Concept 
The second research question studied the relationship between the ISSA scores 
and the subscale scores of MSCS . The relationship was inversely related as had been 
expected, meaning that the more positive an adolescent's level of self-concept the lower 
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the internalizing symptoms. This relationship makes intuitive sense as well as confirms the 
previous findings regarding the single internalizing disorder, depression , and self-concept 
(Dowd, 1998; Kazdin, 1988). One could expect that if an adolescent did not have a 
positive self-concept, he or she would be more unsure of him/herself and more at risk for 
negative cognitions and negative affect. 
An interesting finding in the study was that PA had stronger relationships (-.60 to 
-.73) with all MSCS subscales than the NA factor (-.42 to -.71). It would appear that lack 
of positive affect may be more strongly associated with self-concept than the presence of 
negative affect. This finding was supported by a previous study by Tarlow and Haaga 
(1996) that found that self-concept scores were more strongly related to positive 
affectivity than to negative affectivity. 
Other findings in the study regarding MSCS subscales were noteworthy as well. 
The relatively stronger relationship with both total score and negative affect was with the 
physical subscale (-.65 and -.58 , respectively). This suggests that how an adolescent 
perceives himself physically is more important to emotional well-being ( e.g., the absence 
of internalizing symptoms) than his perceived relationship with family, which had a 
somewhat weaker relationship (family subscale, total score= -.51) or peers (social 
subscale, total score= -.61 ). Typical items on the MSCS physical subscale include: "I am 
attractive," "I am physically fit," "I would change my looks ifl could ," and "I am in poor 
shape." Items on the social and family subscales include such things as: "Most people like 
me," "Many people have a low opinion of me," "My family makes me feel loved," and 
"My home is not a happy place." The weaker relationship between internalizing 
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symptoms and family self-concept is less surprising considering that adolescence is 
typically considered a time when children individuate from family and become more 
independent (Steinberg, 1989). However, it is more surprising that the social subscale had 
a relatively lower relationship with internalizing symptoms. One might have anticipated 
the social subscale predicting more variance than it did because of the importance 
adolescents place on peer relationships (Boivin et al., 1995; Rubin et al., 1995). 
Generally, peer relationships and peer opinion hold significant influence with adolescents. 
However, apparently social relationships are less related to internalizing symptoms in 
comparison to physical appearance. Appearance is very important to adolescents as they 
often focus on wearing the "right" clothes, having their make-up and hair "perfect ," and 
are generally concerned with how they look. 
The findings of the present study increase the research base regarding self-concept 
to include internalizing disorders and not just depression. No researchers had previously 
investigated self-concept with internalizing disorders although many had looked at 
depression (Donnelly & Wilson, 1994; Longmore & DeMaris, 1997; Simons & Miller, 
1987). To broaden the database to include the broadband construct of internalizing 
disorders gives researchers and clinicians more information to address not only 
internalizing disorders but self-concept as well. 
I .Predicting Internalizing Symptoms with MSCS Subscale Scores 
The third research question considered whether the MSCS subscale scores could 
predict internalizing symptoms. The combined subscale scores accounted for an 
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impressive 62% of the variance in the ISSA total score. This finding indicates that self-
concept is a robust predictor of internalizing disorders. Similar findings have been 
reported by other researchers. For instance , a recent longitudinal study by Cole, Peeke , 
Dolezal , Murray, and Canzoniero (1999) examined negative affect and self-perceived 
competence. They operationalized negative affect as the common factor of anxiety, 
depression, and negative emotions (much like internalizing disorders) . It was noted in 
their study that social self-concept predicted changes in negative affect. They found that a 
decline in an adolescent 's social self-concept could predict an increase in negative affect 
that is equated with more emotional distress. Thus the sirnilarity with the present study--
lower self-concept predicted higher levels of internalizing symptoms. Specifically, the 
present study found correlations of -.61 between the social subscale and total score and 
-.53 between the social subscale and negative affect. 
The individual MSCS subscale scores varied markedly in amount of variance 
accounted for in the ISSA total score. The best single predictor was the affect subscale , 
with 61 % of the variance. The affect subscale items were constructed to measure levels of 
emotional well-being or distress and include items such as: "I am not a happy person," "I 
feel loved," "Sometimes I feel worthless," and "I enjoy life." Consequently, the contents 
of the ISSA and the affect scale of the MSCS are quite similar as reflected by the ISSA 
items: "I feel cheerful," "I feel lonely," "I feel sad," and "I like myself" The second best 
single predictor was the physical subscale that accounted for 43% of the variance in the 
ISSA total score. Thus, as previously stated, how adolescents perceive themselves 
physically is an important marker for emotional well-being or distress, depending on their 
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physical self-concept. The competence subscale followed the physical subscale closely, 
accounting for 41 % of the variance in the ISSA total score. The other subscales, social, 
academic, and family, accounted for lesser amounts of variance (26 - 37%). The lesser 
variance accounted for by subscales such as family indicate that these aspects of self-
concept cannot be used to predict internalizing symptoms with as much strength. Because 
of the high intercorrelations with different aspects of self-concept , not all subscales were 
needed to predict internalizing symptoms. 
The differences in the various MSCS subscale scores in ability to predict 
internalizing symptoms was interesting . One interesting aspect of the findings was the 
wide range in variance accounted for by the subscales. This speaks to the importance of 
considering the different domains of self-concept and not just looking at the broad 
construct or global score. It appears that the separate domains hold differing amounts of 
importance in an adolescent's self-image. And that the different domains influence 
emotional well-being in varying degrees. Scores from the different domains provide 
information to the clinician as to where an adolescent perceives himself to have strengths 
and weaknesses. These areas can then be addressed to help reduce effects of internalizing 
disorders. For example, if an adolescent had a low score on the physical subscale, it might 
be helpful to investigate what the student considered negative and what the student 
considered positive. At that point it would be possible to construct an intervention to aid 
the student in decreasing the negative points and increasing the positive. This should 
increase his/her self-concept and lower levels of internalizing symptoms . 
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Clinical Implications 
The finding of a strong, stable two-factor solution increases the utility of the ISSA 
as a screening instrument. As reported by Merrell and Walters (1996) , a key feature in 
determining a difference between depression and anxiety is the absence of positive affect 
in depression. As stated previously, the ability to identify not only the presence of 
internalizing symptoms but the level of positive or negative affect can aid clinicians. The 
first benefit would be in guiding a clinical interview to further assess level or type of 
distress and presence or level of positive affect. The second benefit to clinicians would be 
in aiding the determination of whether intervention strategies targeting depression or 
anxiety would be move beneficial. Typically, interventions for depression and anxiety 
have many components that are dissimilar. While interventions for either depression or 
anxiety need to focus on affect , cognitions, and behavior , the procedures may differ. It 
would make sense to address the symptoms that differ when forming interventions for 
depression and anxiety . In treating anxiety problems , there is a physiological arousal 
component that needs to be addressed to help the client have fewer physiological 
symptoms and to feel more in control. With depression a clinician would address both the 
high levels of negative affect and the lack of positive affect and not need to address 
hyperarousal issues. With anxiety disorders there is typically no need to address a lack of 
positive affect. Therefore, the need to identify which disorder is being addressed is key to 
a competent intervention . 
The relationship between self-concept and internalizing disorders could also help 
clinicians in developing appropriate interventions. Looking at what domain of self-
concept is greatest and building on that perceived strength as well as looking at what 
domain is weakest and developing strategies to increase confidence in those areas would 
be beneficial in a clinical setting. The combined use of a self-concept measure and the 
ISSA would facilitate therapeutic interventions to address internalizing disorders and 
negative self-concept simultaneously. 
Limitations of the Study 
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While this study supports the use of the ISSA as a psycho metrically sound measure 
for assessing internalizing disorders in adolescents, it is the beginning of data collection 
supporting the use of the instrument and further research is warranted. One limitation of 
the study was the volunteer basis of the sample. There may be some aspects of the 
students whose parents consented to their participation that could confound the results. 
There may be a qualitative difference between those who are willing to participate and 
those who choose not to participate (Borg & Gall, 1979). Also , the day of testing , many 
of the seniors in the school opted to participate in a "senior sneak" day, leaving fewer 
seniors available for testing, which may skew the results of the senior sample. It could be 
argued that the seniors who remained were unique and not representative of that age 
cohort. Another limitation was the time of year data were collected. The very end of 
school did not allow for follow-up collection in the high school with seniors or in the 
middle school, as had been needed due to conflicting schedules. 
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Another limitation of this study was the limited geographic area sampled, limiting 
the ability to generalize to a larger population. The sample population was mostly 
Caucasian from middle to upper-middle socioeconomic families. Thus, while the results 
may generalize to many similar communities in the midwest, they will not likely generalize 
to more diverse populations , such as an Indian reservation in Arizona or an inner-city area 
of New York City or Los Angeles. It is recommended that ISSA data be collected for a 
more diverse sample from various areas in the country in order to aid in making the results 
generalize to a larger population . 
While some researchers may consider self-report measures a limitation, it could be 
argued that who better to assess one ' s affect and self-concept than oneself. However , 
there is the possibility that students might choose to answer the questions in a manner that 
would make themselves appear in either a positive or negative light. The goal of being 
regarded in a socially desirable way could impact results. A multisource, multimethod 
assessment would provide a more comprehensive picture. 
Directions for Future Research 
Recommendations for future research include the above-stated need for a wider 
geographic sample. In addition, it would be interesting to examine internalizing 
symptomatology in adolescents using additional methods of assessment (i.e., rating scales 
developed for parents and teachers) in conjunction with the ISSA This multi.source, 
multimethod assessment could provide additional support and validation to the ISSA as 
well as provide a more comprehensive analysis. Additional studies looking at the 
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relationship of positive affect and negative affect and internalizing disorders may shed 
additional light on whether one is more of a determinant of negative outcomes for 
adolescents. Currently, we do not know whether the lack of positive affect is correlated 
with more severe levels of internalizing symptoms or whether the severity of internalizing 
symptoms is more a relationship of degree of negative affect. 
The present research provides new information on internalizing disorders and self-
concept in adolescents, as well as evidence for the validity of the ISSA as a screening 
measure for internalizing disorders . The present study also provides support and 
additional information for the tripartite model of affectivity. As with all research there 
were limitations with the level of confidence in the generalizability of the results. 
However, future research can build on the present study to expand the knowledge base 
regarding internalizing disorders in adolescents. 
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APPENDICES 
Appendix A: ISSA Protocol 
ISSA Research Form 
Pleas e Provide The Following Information About Yours elf 
My Sex (check one) : D Ma1e D Femcie 
My,t\ge ___ _ The Grode I Am In .'-.t School ___ _ 
My Race or Elhnic G roup (check all that op,c1 y) 
D African Americ a n/Black 
D American India n, Eskimo. or Aleui 
D Asian or Pacific Islander 
D Hispanic 
D White/Caucasian 
D O ther 
Direct ions 
The following sen te nces te ll som e ways thai teenagers migr,I sometimes feel. Reac each of these 
sentences a nd deci de how oHe n they o re true for you. Ask yo urself. "Is this Never true. Ha rdly Ever 
twe. Sometimes true, or O fte n true for me?" A Her you hove decided how ofte n the sentence is true 
fo r you. make an X in the box ihat goes wit h that answer. There are no right or wrong answers. just 
chome the a nswe r tha t te lls how you fee l. 
Example Never Hardly Ever Sometimes Often 
True True True True 
I feel like reading a book .. D D D D 
How true is this for me? Never Hardly Ever Sometimes Often 
True True True True 
1. I om shy ... .. .. - ..... - ... D D D D 
2. I worry a bout th ings ........ . .. D D D D 
3. I feel ch eerfu l D D 0 D 
4. I ha ve bad dream s D D D D 
5. I feel im po rta nt D D D D 
6. Things ar e har d for me . . . . . . ........ . D D D D 
7. I feei lo nely . . .... . . . . . . D D D 0 
8. I worry that I w ill hurt so m eo ne D D D D 
9 . I hcve lots of ene rgy . . ..... - D D D [J 
10. I r.cve trouble sleeo ing D D D 0 
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How true is this for me? Never Hardly Ever Sometimes Often 
True True True True 
I l. I feei iike I mighi faint 0 D D D 
12. I get uoset easily D D D D 
13. I err. good oi lots of things D D D D 
14. I fee! like I hove mode too mcny mistakes . D 0 D D 
15. Lois of things scare me D D D D 
16. O ther people like me D D D D 
17. I fee! like crying D D 0 D 
18. When there is a problem it is my fault D D D D 
19. I hove a ciffic ult time breathi ng . . D D D D 
20. I do things as we ll as ot her oeoole my age D D D D 
21. I worry thoi someth ing bad wil l happen D D D D 
22. I cm comforiable with the way I look D D D D 
23. I feel sod .. D D D D 
24. I get scared for no reas o n D D D D 
25. I fee! sick to my stomach D D D D 
26 . I laugh and smile as much as other people . D D 0 D 
27 . I feel restless ... . . ... . .... D D D D 
28. I wou ld rather be alone 
the n with othe r people . D D D D 
29. I :-:ave a hard time concenirating on things . D D D D 
30. I fee! sorry for myself D D D D 
31. My feelings gei hurt easily D D D D 
32. I don't enjoy anything ... D D D D 
23. I have a hard time makin g up my mind D D D D 
34. I thi nk about hurling myself . .. ... .. D D 0 D 
35. I do well in school D D D D 
36. It seems like no one cares about me D D D D 
37 . I feel happ y 
- .. . ... . . 
D D D D 
38. I feel very tired . D D D D 
39. I do n 't feel like doing anyth ing D D D D 
40. ! 'ike mvself .. D D D D 
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How true is this for me? Never H~rdly Ever Sometimes Often 
True True True True 
41. I wony that other people will 
noi like the wa y I do thing s ............ ...... D D D D 
42. I hate it when I am the center of atteniion . D D D D 
43. Bad things happen to me D D D D 
44 . I think about dying D D 0 D 
45 . Mv hands and feet feel swea iv .. D D 0 D 
46. I feel like doing things with other kids my cge D D 0 D 
47 . I can't do anything right D 0 0 D 
48. I feel nervous .. .. D D 0 0 
49. I get embarrassed easily . D D D 0 
50. I have lots of aches and pains D D 0 0 
51. Sometimes I feel like I am go ing to explode D D D 0 
52. I feel confused . D D D D 
53. I feel great D D D D 
54. I be!ieve things will tum out okay for me D D D D 
55. I feel guilty D D 0 0 
56. I feel tenrible when I make misiakes D 0 D 0 . 
57. I don't give up when things get tough D D 0 0 
58. Things I used to like aren't fun anymore D 0 0 D 
59. I'm afraid that I will fai l D 0 0 D 
60. I'm not as good as my parents wont me to be D 0 0 0 
61. I try again when I loc~e D 0 0 0 
62. It feels like I have a lump in my throa t D 0 0 D 
63. I feel calm and relaxed D 0 0 D 
. 
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Dear Sue 
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This letter formalizes the previous verbal agreement between you, myself, and D r. Ken 
Merrell rega rding use of the lSSA in your dissertat ion resea rch . As we previously 
discussed , you have the permission of Dr. Merrell and myself to photo copy the resea rch 
protoco l of the ISSA for use in your resea rch In exc hange, the data you co llect will be 
1rn1dc ava ilable to Dr. Merrell and myself for use in the norming sample for the instrum ent 
Sincerely, 
r , -J. / /- I 
.J ) t,, ,.,,,.__,__ !, { 1 /;. 1./{ v Vj ,,.-
Susan L Crow ley, Ph D J 
Assoc iate Pro fesso r 
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Appendix B: MSCS Protocol 
-
-A[E]I ·~ -· ill , , , ., 'ffl 
Strongly Agree Agree Disagree Strongly Disagree 
(SA) (A) (0) (SO) 
. I SCORE 
1. I am usually a lot of fun to be with SA A D so 
2. People do not seem interested in talking with me SA A D SD 
3. I am too shy SA A D SD 
4, Most people like me SA A D SD 
5. People avoid me SA A D SD 
6. A lot of people make fun of me SA A D SD 
.. 
7. I am not acce pted by people who know me SA A D SD 
8 . Most people think I am interesting SA A D SD 
' 
9. People enjoy being with me SA A D SD 
10. Most of the time I feel ignored SA A D SD 
11. I feel desired by members of the opposite sex SA A D SD 
12. No one seems to laugh at my jokes SA A D SD 
13. Most people appr eciate me just the way I am SA A D SD 
14 . I often fee l like I am left out of things SA A D SD 
15. People tell lies about me SA A D SD 
16 . I have a lot of friends SA A D SD 
. 
17. I spend a lot of time feeling lonely SA A D SD 
18. I am never sure how to act when I am with people I don't know well SA A D SD 
19 . People tell me their secrets SA A D SD 
20. People pick on me SA A D SD 
21. People do not seem lo notice me SA A D SD 
22. I get a lot of phone calls from friends SA A D SD 
23. Many people have a low opinion of me SA A D SD 
24. I let people bully me too much SA A D SD 
25. People have lo get to know me before the) ' like me SA A D SD 
S Scale Total Raw Score 
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-iSCA 
-Strongly Agree Agree Disagree Strongly Disagree (SA) (A) (D) (SD) 
SCORE 
26. I am honest SA A D so 
27. Too otten I say the wrong thing SA A D SD 
28. I am too lazy SA A D SD 
29 . I have a good sense of humor SA A D SD 
30. I am basically a weak person SA A D SD 
3 1. I feel that most people respect me SA A D SD 
32. I am not very good at speaking my mind SA A D so 
33. l am assertive when I need to be SA A D SD 
34. I am unlucky SA A D so 
35 . I am very self confid ent SA A D so 
36. I don't seem to hav~ any control over my life SA A D SD 
37 . I frequently put otf doing important things until it is too lale SA A D SD 
38. I give people good reason to trust me SA A D SD 
39. I am not as good as t should be SA A D SD 
40 . I don 't keep quiet when I should SA A D SD 
41 . I am successful at most thinqs SA A D SD 
42. I handle my personal business responsibly SA A D SD 
43 . I lack common sense SA A D SD 
44 . I always seem to be in trouble SA A D SD 
45 . I can do most thincis pretty well SA A D SD 
46 . I am not very smart SA A D SD 
47 . I am a coward in many ways SA A D SD 
48. Others believe that I will make something of myself SA A D SD 
49 . Too otten I do dumb things without thinking SA A D SD 
50 . I waste money foolishly SA A D SD I 
' 
C Scale Total Raw Score 
94 
f GJt:.f: .~r.~;:;~~t~~i~:,:~ti~ti~'.1~it}~;,~~~~~1=~i~,~~~rt(:; ,~~t r:~:,YF ._ :_ 4 ·---?-: ; :~~t~-·~~r: it 
I 
Strongly Agree Agree Disagree Strongly Disagree 
-I (SA) (A) (D) (SD) 
SCORE 
51 . I enjoy life SA A D SD 
52 . I am afraid of many things SA A D SD 
53. There are many things I would like to change about myself SA A D SD 
54. I am not able to laugh al myself very easily SA A D SD 
55. I am not a happy person SA A D SD 
56 . I am proud of myself SA A D SD 
57. I leel like a failure SA A D SD 
58. My life is discouraging SA A D SD 
59. I am happy with myself just the way I am SA A D SD 
60. I am too emotional SA A D SD 
61. I have good self control SA A D so 
62 . I often disappoint myself SA A D SD 
63. My life Is unstable SA A D SD 
64 . I have a positive outlook on life SA A D SD 
65 . I am frequently confused about my feelings SA A D SD 
66. Sometimes I feel worthless SA A D so 
67. I often feel ashamed of things I have done SA A D so 
68. I frequently feel helpless SA A D SD 
69. I feel loved SA A D SD 
70. I wish I could be someo ne else SA A D SD 
71. I feel Insecure SA A D SD 
72. I am a good person SA A D SD 
73 . I am not as happy as I appear SA A D SD 
74 . I am usually very relaxed SA A D SD 
75. There are times when I don'! like myself SA A D SD 
AFF Scale Total Raw Score 
95 
SCORE 
76 . Classmates usually like m ideas SA A D SD 
n. I frequently feel unprepared for class SA A D SD 
78. I am good at mathemat ics SA A D SD 
79. Learning is difficult for me SA A D SD 
80 . I usually do well on tests SA A D SD 
. 81 . I am proud of my school work SA A D SD 
82. I can spell better than most people my age SA A D SD 
83 . I read as well as most people mv age SA A D SD 
84. I don't think very quickly SA A D SD 
85. I work harder than most of my classmates SA A D so 
86 . I don't understand much of what I read SA A D SD 
87 . I learn fairly easily SA A D SD 
88 . I never seem to have good idoas SA A D SD 
89. My teachers like my classroom behavior SA A D so 
90. I often feel dumb SA A D SD 
91 . Most of my teachers seem to like me SA A D SD 
92. I have poor s1udy hab its SA A D so 
93. Science is easy for me SA A D SD 
94. I am uncomfortable in school SA A D SD 
95. I usually work very hard SA A D SD 
96 . Most peop"' would rather work with me than someone else SA A D so 
97 . My teachers have a low opinion of me SA A D SD 
98 . Most subjects are pre easy for me SA A D SD 
99. I am not very creative SA A D SD 
100. I usually feel good about my written work SA A D SD 
AC Scale Total Raw Score 
96 
-
_ .:SCALEm 
-Strongly Agree Agree Disagree Strongly Disagree (SA) (A) (D) (SD) 
SCORE 
101. My parents care about my happiness SA A D SD 
102. My family makes me feel loved SA A D SD 
103. My family ruins everything for me SA A D SD 
104 . In mv family . we take care of each other SA A D SD 
105. I feel appreciated by my family SA A D SD 
106 . I have fun with my family SA A D SD 
107. I wish I could trade families with someone else SA A D SD 
108 . My parents are intere sted in me SA A D SD 
109 . My parents don't trust me SA A D SD I 
110 . My home is warm and caring SA A D SD 
111. My parents do not like my being around them SA A D SD 
112. My parents help me when I need it SA A D SD 
113 . I am an important member of my family SA A D SD 
114. My parents are proud of me SA A D so 
115. My family is no good SA A D SD 
116. Nothing I do seems to please my parents SA A D SD 
117 . My parents at:end events that are important lo me SA A D SD 
118. My parents bel ieve in me SA A D SD 
119 . I am proud of my family SA A D so 
120. My parents care about my education SA A D SD 
121. My family is one of the most Important par1s of my life SA A D SD 
122 . My parents love me just as I am SA A 0 SD 
123. I don't know why my family slays together SA A D SD 
124. My parents care about my future SA A 0 so 
125. My home is not a happy place SA A D SD 
F Scale Total Raw Score 
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-
~SCA[E]II 
--
. I 
Strongly Agree Agree Disagree Strongly Disagree 
(SA) (A) (D) (SD) 
SCORE 
126. I feel good SA A D SD 
127. I am anractive SA A D SD 
128. I am in poor shape SA A D SD 
129. When I look in the mirror, I like what I see SA A D SD 
130. I tire too quickly SA A D SD 
131. I have nice looking teeth SA A D SD 
132. I look nice in just about anything I wear SA A D SD 
133. I am ugly SA A D SD 
134. I am stronger than most people SA A D SD 
135. I have a nice figure SA A D SD 
136. I am healthy SA A D SD 
137. I leel good abou1 how I look SA A D SD 
138. I am good at most sports SA A D SD 
139. I do not like how my clothes fit me SA A D SD 
140. I am typically chosen among the last tor team sports SA A D SD 
141. I am physically fit SA A D SD 
142. My hair never seems to look very good SA A D SD 
-
14-3. My skin is anractive SA A D SD I 
144. I do not like to be seen in a swimsuit SA A D SD 
145. There are parts cl my bedy that I try to keep others tram noti cing SA A D SD 
146. My clothes look good on me SA A D SD 
147. I do not seem to have the energy to do very much SA A D SD 
148. My weight is iust about where tt should be SA A D SD 
149. I would change my looks it I could SA A D SD 
-
150. I am graceful SA A D SD 
P Sca le Total Raw Score 
Appendix C: IRB Approva l 
UtahState 
UNIVERSI TY 
'/ICE l'~ESIDENT FOK KESEAKCH CJfflCE 
Lo<.:.rn UT t!.t l l.! -1...t)(l 
T,.:ll'µl1rnw.:: (41'll/qf.llRO 
fAX : 1J 1:il i9i - i I(,; 
IN TE~ NET : lµ~l·r11y-e'lch.1mp.lP,U.L'Llul 
MEMORANDUM 
TO: Susan Crow ley 
Sue Dowd 
Februarv 11, 1999 
FROM: True Rubal, !RB Coo rd ina tor 
SUB JE CT: Internalizin g sy mptom s in Adolescents: 
Self-concept 
Assess ment & Relationship to 
The above refere nced propo sa l was reviewed and approved by the !RB. You may consid er thi s 
lette r to be your approval for yo ur stud y. 
Any deviation from this prot oco l will need to be res ubm itted to the !RB . Thi s includ es any 
changes in the methodology of proc edure s in this protocol. A study status report (stating the 
co ntinu :n ion or conclusion of thi s prop osa l) will be due in one yea r from the date of this ktter. 
Please keep the committee advised of an y chan ges, adverse reac tions or the termination o f this 
study. I can be reached at extension 7-1 180. 
I - 0-· t IL< 
I 
( '-- . 
I . , 
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October 12, 1998 
Dear Winfield Parent: 
Appendix D: Letter to Parents/Consent Form 
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We are seeking permission from the parents of all the students in grades 9, 10, 11, 
and 12 for these students to participate in a screening activity for the purpose of 
developing a new psychological test for adolescents. This new test will ultimately be used 
to identify symptoms of depression and anxiety in adolescents. This test will be combined 
with a measure of self-concept to determine ifthere is a relationship between self-concept 
and depression or anxiety. 
For this research project, each student will be asked to spend approximately 15-20 
minutes per measure to respond to a number of questions related to the topics covered by 
these instruments. Participation is completely voluntary. Any student who does not wish 
to participate will be excused from the activity without consequence. The students who 
do not participate will be expected to study as directed by their teacher during this time 
period. 
Any information that we gather from this study will remain confidential. We will 
study the results by putting them in a group with all the other students of that age 
category. We will not be looking at the results on an individual basis and the individual 
results will not be known to any other persons. 
The study is being conducted by Sue Dowd, a graduate student in psychology 
from Utah State University, as partial completion of a doctorate of philosophy degree. If 
you have any questions concerning this activity, please feel free to contact Ms. Dowd at 
( 435- 753-5585). Your participation is greatly appreciated. 
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Consent for Participation 
Dear Parent: 
In the next few weeks , students in grades 6 - 12 at your child's school will be asked to 
participate in a screening activity for the purpose of developing and improving a new 
psychological test for adolescents . This new test will ultimately be used to help identify 
depression and anxiety problems of children in grades 6 - 12. They will also be asked to 
respond to a measure of self-concept. For the screening activity, each child will be asked 
to take approximately 50 minutes to respond to a number of written questions regarding 
his or her mood , the way he or she feels about himself or herself, and certain behaviors he 
or she may display that are related to depression and anxiety. Examples of the actual 
statements in the screening include "I am shy," "I worry about things ," "I am cheerful ," "I 
feel very tired," "I am happy." The children wiU respond to the items by indicating how 
often each item is true for them. Participation will be completely voluntary, and any child 
who does not wish to participate wil1 be excused from the activity without consequence. I 
believe that there is very minimal risk in this activity. Therefore , I would appreciate your 
informed consent for your child to participate. If you agree that you child can participate 
in this activity, please fill out the bottom portion and return it to your child. He or she will 
bring it to class with them. If you do not wish your child to participate , please indicate 
that and your child will be excused from the activity without consequence. If you have 
any questions about this project , please feel free to contact me at ( 435) 753-5585. 
Thank you for your cooperation . 
Susan L. Crowley , Ph.D. 
Principal Investigator and Associate Professor 
Department of Psychology , Utah State University 
Sue A. Dowd , M. Ed. 
Student Investigator 
Utah State University 
I, _________________ , do not wish for my child 
___________ , to participate in the screening activity. 
I, ____ ___ __ __ _____ _ , allow my child, 
__________ _, to participate in the screening activity. 
Parent Signature Date 
I 01 
Appendix E: Demographic Data Sheet 
CODE# 
-------
DEMOGRAPHIC DATA 
Age at last birthday___ Grade in school ______ _ 
Gender: Male __ Female __ 
Ethnic origin 
African American 
Asian American 
Caucasian 
Hispanic 
Native American 
Other (please state what it is) _______________ _ 
What is the highest level of parent education? 
Father 
did not complete high school 
high school graduate 
some co liege 
college graduate 
postgraduate work 
Mother 
did not complete high school 
high school graduate 
some college 
college graduate 
postgraduate work 
Item 
2 
3 
4 
5 
6 
7 
8 
9 
10 
11 
12 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
Appendix F: Structure Matrice 
Oblique Two-Factor Solution 
Factor 1 
.34 
.55 
.28 
.47 
.37 
.46 
.58 
.40 
.27 
.51 
.42 
.54 
.30 
.59 
.55 
.25 
.67 
.57 
.39 
.24 
.69 
.39 
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Factor 2 
.20 
.12 
.59 
.22 
.67 
.27 
.43 
.23 
.59 
.37 
.24 
.23 
.59 
.43 
.22 
.58 
.28 
.32 
.32 
.55 
.35 
.55 
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Item Factor 1 Factor 2 
23 .74 .51 
24 .59 .37 
25 .62 .33 
26 .31 .71 
27 .42 .30 
28 .47 .39 
29 .52 .37 
30 .64 .43 
31 .68 .32 
32 .43 .56 
33 .56 .3 1 
34 .52 .59 
35 .23 .54 
36 .63 .61 
37 .35 .74 
38 .57 .31 
39 .55 .39 
40 .50 .71 
41 .52 .19 
43 .59 .46 
44 .59 .51 
45 .47 .35 
46 .21 .52 
47 .62 .53 
48 .64 .29 
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Item Factor 1 Factor 2 
49 .52 .20 
50 .57 .36 
51 .62 .39 
52 .71 .42 
53 .51 .76 
54 .40 .69 
55 .61 .35 
56 .45 .00 
57 .19 .49 
58 .41 .30 
59 .57 .27 
60 .44 .45 
61 .31 .59 
62 .45 .37 
63 .45 .62 
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Appendix G: Multiple Regression Analyses 
Table 10 
Variance Accounted for in the ISSA by Two MSCS Subscales 
Regression analysis results 
MSCS subscale R R2 
Social * Competence .68 .46 
Social* Affect .78 .61 
Social* Academic .66 .44 
Social* F amity .66 .44 
Social* Physical .70 .48 
Competence* Affect .78 .61 
Competence* Academic .65 .42 
Competence* Family .66 .43 
Competence* Physical . 71 .51 
Affect* Academic .78 .61 
Affect* Family .78 .61 
Affect*Physical .79 .62 
Academic*Family .59 .35 
Academic* Physical .69 .47 
Family* Physical .69 .47 
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Table 11 
Variance Accounted for in the ISSA by Three MSCS Subscales 
Regression analysis results 
MSCS subscale R R2 
Social * Competence* Affect .78 .6 1 
Social*Competence* Academic .68 .47 
Social*Competence*Family .69 .48 
Social* Competence* Physical .72 .52 
Social* Affect* Academic .78 .61 
Social* Affect*FarniJy .78 .61 
Social* Affect*Physical .79 .62 
Social* Academic*Farnily .68 .46 
Social* Acadernic*Physical .71 .51 
Social* F arniJy* Physical .72 .51 
Competence* Affect* Academic .78 .61 
Competence* Affect*FarniJy .78 .61 
Competence* Affect*Physical .79 .62 
Competence* Academic*FarniJy .66 .44 
Competence* Academic*Physical .71 .51 
Competence* F arniJy*Physical .72 .52 
Affect* Acadernic*FarniJy .78 .61 
Affect* Academic* Physical .79 .62 
Affect* F arnily* Physical .79 .62 
Academic* Family* Physical .70 .49 
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Table 12 
Variance Accounted for in the ISSA by Four MSCS Subscales 
Regression analysis results 
MSCS subscale R R2 
Social * Competence* Affect* Academic .78 .61 
Social*Competence* Affect*Family .78 .61 
Social* Competence* Affect* Physical .79 .62 
Social* Competence* Academic* Family .69 .48 
Social* Competence* Academic*Physical .72 .52 
Social*Competence*Family*Physical .73 .53 
Social* Affect* Academic*Family .78 .61 
Social* Affect* Academic*Physical .79 .62 
Social* Affect*Family*Physical .79 .62 
Social* Academic*Family*Physical .72 .52 
Competence* Affect* Academic*Family .78 .61 
Competence* Affect* Academic*Physical .79 .62 
Competence* Affect* Family* Physical .79 .62 
Competence* Academic* Family* Physical .72 .52 
Affect* Academic* F arnily* Physical .79 .62 
Table 13 
Variance Accounted for in the ISSA by Five MSCS Subscales 
MSCS subscale 
Social* Competence* Affect* Academic*Family 
Social*Competence* Affect* Academic*Physical 
Social *Competence* Affect* Family* Physical 
Social* Competence* Academic* Family* Physical 
Social* Affect* Academic* Family* Physical 
Competence* Affect* Academic* Family* Physical 
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Regression analysis results 
R R2 
.78 .61 
.79 .62 
.79 .62 
.73 .53 
.79 .62 
.79 .62 
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